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THE BLAKISTON DIVISION 


New Medical Texts 


THE NEUROANATOMIC BASIS FOR CLINICAL 
NEUROLOGY, The Second Edition 


By Peele, M.D.. 


Talmage L. 


Associate Professor of 


Anatomy, Duke University. 


Medicine, Durham, North Carolina; 608 pp., 7% x 9%, 350 illus., $16.00 


The Second Edition of Dr. Peele’s highly 
successful work incorporates much new  in- 
formation which explains the mysteries of the 
nervous system, not only at a lobal level but 
also at a cellular level. The approach con- 
tinues to be one of correlating the structure 
and function of the nervous system to develop 
a fuller understanding of this important sys- 
tem in relation to all medicine and, in particu- 
lar, neurology 

Of particular interest to the student are the 
results of microelectrode studies, temporal lobe 


removal, and electron microscopic study 
an effort to provoke interest and incentive to 
learning. clinical case material has 


included in this work. 


alse been 


A number of new illustrations have been 
added throughout, and some of the old ones 
have been improved. Photographs of brain 
stem sections in three planes are included and 
the use of line sketches to indicate the loca 
tion of these sections is intended to aid the 


student’s understanding of the subject 


PREPARATION FOR MEDICAL EDUCATION: A Restudy 


The Report of the Committee on the Resurvey of Preprofessional Education in the Liberal 


Irts College, 


{ssociation of American Medical Colleges. 


Edited by Aura E. 


Severinghaus, 


Ph.D.; Harry J. Carman, Ph.D.; and William E. Cadbury, Jr.. Ph.D. 404 pp. 5% x 8%, 
23 line drawings, $7.95 


Within the pages of this latest report is a 
comprehensive study and evaluation of the role 
of the liberal arts college in preparing stu- 
dents for medical school. This work reports 
the results of the second National Buck Hill 
Falls Conference on this subject. The authors 
stress the importance of a liberal arts educa- 
tion as preparation for medical or any other 
profession, and the role of the secondary school 
in preparing students for such training is 
considered 


Many facets of the original study were re 
peated to determine what had taken place in 
the participating colleges in intervening years, 
and this is related to the total problem of pre 
professional education. The five major topics 
considered in the restudy were: the total edu 
cational span; the gifted student and how to 
deal with him; the culminating year; medical 
school admission problems; and the place of 
scientific disciplines in liberal arts education. 


The Blakiston 


McGRAW-HILL BOOK COMPANY 
330 W. 42nd St. 


Division 


New York 36, N. Y. 
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J ust Ready — 3 Saunders Texts 


New! Gregory— 
Psychiatry: Biological & Social 


This text will have great appeal to students. 

is a relatively brief, clearly written texthook of 
descriptive psychiatry, giving the student what is 
known today about common and important men- 
tal illnesses, and summarizing the more likely 
theories as to etiology. In Part I the student 
will find the scope and nature of psychiatry, psy 
chology and psychoanalysis. The principles and 
characteristics of the prominent schools of psy- 
chiatric thought are explained. The author also 
covers defense mechanisms, symptoms and syn- 
dromes, the psychiatric examination, ete. Indi- 


vidual specific syndromes are discussed in Part 
Il. Dr. Gregory first defines and classifies the 
disorder. He then describes the mental examina 
tion, the psychological evaluation, the physical 
examination and the differential diagnosis. 
Treatment is discussed frankly and simply. 


By IAN Grecory, M.A., M.D. (Camb.), D. Psych 
(Tor.), M.P.H. (Mich.), Assistant Professor of 
Psychiatry, and Coordinator of Undergraduate Edu- 
cation in Psychiatry, University of Minnesota Medi 
cal School. About 480 pages, 61." x 9%", about $9.50 


New—Ready September! 


New! Cherniack & Cherniack— 
Respiration in Health & Disease 


This fresh and unconventional approach to the 
understanding of respiratory disorders will help 
your students bridge the gap between the techni 
cal treatises on Pulmonary Physiology and the 
purely descriptive textbooks on Respiratory Dis 
eases. It explains the mechanisms by which 
pathologic processes produce clinical findings. 
The authors first provide a sound understanding 
of the norma! functioning of the respiratory sys 
tem, and then explain important types of respira- 
tory disorders, the mechanism of development of 


each type of disorder and the way in which such 
disorders produce symptoms and signs. Diagrams 
and line drawings interpret ideas with remark- 
able clarity. A helpful chapter on Physical 
Diagnosis of the Chest demonstrates how to ex- 
tract the maximum amount of useful informa- 
tion from auscultation and percussion. 

By Reusen M. CHERNIACK, M.D., Assistant Professor 
of Medicine; and Louts CHerNniack, M.D., Assistant 
Professor of Medicine Both at the University of 
Manitoba, Winnipeg, Canada About 397 pages, 6% 
x 9',”, illustrated. About $11.50 New Juat Ready’ 


New (2nd) Edition! Dripps, Eckenhoff & Vandam— 
Introduction to Anesthesia 


The New (2nd) Edition of this remarkably use- 
ful book clearly illuminates the broad funda 
mentals of anesthesia and concisely shows spe- 
cific clinical applications, The authors present 
the indications for various types of anesthesia, 
the effectiveness of each under different circum 
stances and the hazards involved in their use. 
Inhalation, “open drop,” spinal, intravenous bar- 
biturate, and local anesthesia are all covered. 
You'll find chapters on Cardiac Resuscitation, 
Fire and Explosion Hazards, Principles of Pedi- 
atric Anesthesia, Obstetric Anesthesia and Infant 
Resuscitation. For this New (2nd) Edition the 


book contains nine new chapters. including ones 
on pulmonary function, and physiologic moni 
toring. 


By Roseet D. M.D., Professor and Chairman, 
Department of Anesthesiology, Schools of Medicine 
University of Pennsylvania; Anesthetist, Hospital of 
the U. of P.; James E. Eckennorr, M.D., Professor 
of Anesthesiology, Schools of Medicine, University of 
Pennsylvania: Anesthetist, Hospital of the U. of P.; 
and Lerey D. VAaNpAM, M.D., Clinical Professor of 
Anesthesia, Harvard Medical School Director of 
Anesthesia, Peter Bent Brigham Hospital, Boston 
About 352 pages, 6” x 94", illustrated. About $7.00. 


New (2nd) Edition —Ready September! 


Gladly sent to teachers on approval 
W. B. SAUNDERS COMPANY 
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News from the Medical Schools: Material for this section should be transmitted to the News 
Editor, Miss Neva Resek, 2530 Ridge Avenue, Evanston, Illinois. Announcements of major faculty 
and administrative appointments, news of distinguished visitors and significant educational develop- 
ments will be included. It is not possible to publish notices on grants-in-aid for scientific research. 

Items of Current Interest: Audio-visual news and notices from national and federal agencies 
appear in this section. 


CORRESPONDENCE 

Address all correspondence regarding manuscripts, editorials, and letters to the Editor to the 
Editorial Office, University Hospitals, University of Wisconsin. Madison 6, Wisconsin. 

Address all correspondence concerning reprints, subscriptions, change of address, and back 
numbers to the Business Office, Association of American Medical Colleges, 2530 Ridge Ave., Evan- 
ston, Ill. All changes of address should provide both the old and the new address. 

Address all correspondence concerning news. announcements, and personnel exchange to the 
office of the Association of American Medical Colleges, c/o Miss Neva Resek, 2530 Ridge Avenue, 
Evanston, Illinois; address all correspondence concerning advertising to Miss Helen Claire Herman, 
2530 Ridge Avenue, Evanston, Illinois. 

Printed in U.S.A. 


ll ee 
ay 
4 
Te 
Ag 
At 
= 

Part 

Be 
4 
| 
aT 
| 
| 


APPLETON 
ANNOUNCES 
THE NEW 


12TH EDITION OF 


WILLIAMS OBSTETRICS 


By Nicholson J. Eastman, M.D. 
Johns Hopkins University 


And Louis M. Hellman, M.D. 
State University of New York 
Downstate College of Medicine, Brooklyn, N. Y. 


WILLIAMS OBSTETRICS has probably been the most satisfactory textbook on 
obstetrics for all types of readers from teacher and student to family doctor and 


specialist. The new 12th edition continues to be the most modern, practical, and 


comprehensive text for medical students and practitioners, maintaining the rigid 


standards of excellence which have characterized the book since its beginnings, 


To include many noteworthy advances in the practice of obstetrics there is a 
new chapter on fetal malformations, and complete revisions of the chapters on 
endocrines. anesthesia. and toxemias. Additional new information is included on 
hemolytic diseases of the newborn with greater emphasis on clinical management. 
Also there is new material on the nature, prognosis, and treatment of hyperbili- 
rubinemia, placental transfer, fetal homeostases, and asphyxia neonatorum. The 
section on incompetent cervix, management of cesarean section scar. sterilization. 
contraception, bacterial shock, hydramnios, uterine inertia, the vacuum extractor. 
x-ray pelvimetry, antimicrobial management of puerperal infection, and abortion 
have been extensively revised and added to. For the particular benefit of students 
the bibliographic references accompanying each chapter are made to recent and 
easily accessible journals, and there are many new illustrations, some in color, 


in this new edition. 


August 1961 1205 Pages 666 Illustrations Probable Price $16.00 


For Sale at all Bookstores or 


APPLETON-CENTURY-CROFTS, INC., 34 West 33rd St., New York, N. Y. 
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“The present volume gives evidence of much sound scholarship, a 
great amount of labor, and considerable ingenuity in devising methods 
of increasing the effectiveness of illustrations as teaching aids. The 
book’s obvious merits will commend it to medical students, to teachers, 
and to all others who have occasion to use it,”—Science 


ANATOMY OF THE HUMAN BODY 


By R. D. Lockhart, Ch.M.. (Scot.), Regius Professor of 
Anatomy: G. F, Hamilton, M.B.. Ch.B.. F.S.A. (Seot.). Senior Lecturer in An 
atomy, Aberdeen University; and F. W. Fyfe, M.B.. Ch.B.. Formerly Lecturer in 


Anatomy, Aberdeen University, now Associate Professor of Anatomy, Dalhousie 


University, Halifax, Neva Scotia. 
FIRST EDITION PUBLISHED 1959 


The purpose of this exciting textbook is to provide the student in 
anatomy with a concise, yet complete, written and illustrated account of 


the anatomy of the human body. 


Functional and clinical aspects of anatomy are discussed as they oceur 
throughout the text. 


ANATOMY OF THE HUMAN BODY is a systematic textbook. \ 
systematic textbook describes a structure from its origin to its termi- 
nation. Only the systematic text provides the bird's-eye view. the com- 


plete picture and understanding. 


CONCISELY WRITTEN 


COMPLETELY INSTRUCTIVE 
PROFUSELY ILLUSTRATED 


ALIVE WITH COLOR 


Be sure to examine this extraordinary book when looking for a textbook 


of anatomy. 


675 Pages Over 900 Illustrations—600 in Color $14.75 


fvailable through your medical bookstore or direct from publisher 


J. B. LIPPINCOTT COMPANY 


East Washington Square, Philadelphia 5, Pa. 


. students will ever be grateful to Professor Lockhart and his col- 
leagues for writing this excellent volume. The illustrations, nearly 
one thousand in all, are excellent, the majority being original, and 
are beautifully reproduced. The colored illustrations are simple but 
very explanatory, and are beyond all praise . . . There can be little 
doubt that this is the best book on the anatomy of the human body 
that has so far been produced.”—The British Journal of Surgery 
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Adding Orinase 

may improve 
control significantly 
in diabetics now 
imperfectly managed 
on diet alone.'* 
Orinase releases native 
insulin via physiologic 


channels, giving the 


patient direct metabolic 
support. And Orinase 
dosage is flexible and 
readily individualized. 
To improve control 

in many diabetics on 
dietotherapy — add 
Orinase. It can make 

a gratifying clinical 
difference. 


*Trademark, Reg. 
tulbutamide, Upjoha 
Copyright 1961, The Upjohn Company 


S. Pat. Off. — 


Indications: Orinase is indicated as the therapeutic 
agent of choice in the majority of selected cases of 
adult or maturity-onset type of diabetes mellitus. 
In certain patients with labile diabetes, the use of 
Orinase supplement to insulin therapy may 
effect stabilization of the diabetic condition and 
lower insulin requirement 

Dosage 

Patients not receiving insulin — There is no fixed 
regimen for initiating Orinase therapy, but a sug- 
gested meth as 

First day — 6 Orinase tablets (3.0 Gm.). Second 
day 4 Orinase tablets (2.0 Gm.). Third day — 
2 Orinase tablets (1.0 Gm.). Fourth and subse- 
quent days —2 Orinase tablets (1.0 Gm.) with 
increase or decrease as necessary to control gly- 


is no fixed maintenance dose of Orinase; 
therapy may be individualized according to patient 
response. Adjust the maintenance dose (usually 1 
to 4 tablets) to the smallest dose consistent with 
good control. The daily maintenance dose may be 
given once daily or in divided doses. 
Patients receiving insulin (less than 20 units) — 
discontinue insulin and institute Orinase; (20 to 
40 units) — initiate Orinase with a concurrent 30 to 
50% reduction in insulin dose with a further care 
ful reduction as response to Orinase is observed ; 
(more than # units) — reduce insulin by 20% and 
initiate Orinase with a further careful reduction in 
insulin dosage as response to Orinase is observed. 
Cautions: Observe all standard diabetes precau 
tions: dietary restriction, weight control, exercise, 
hygiene, avoidance of infection, and adherence to 
dosage. As with exogenous insulin, changes in dos 
age may be necessary during the course of manage 
ment. In the event of stress conditions, 
infection, increased dosage or supplementary ani- 
mal insulin may be required. 
Contraindications: Orinase as the sole therapeutic 
agent is contraindicated in juvenile diabetes; un- 
stable or brittle diabetes; and diabetes complicated 
by ketosis, acidosis or coma. 
Side effects: Side effects are mild, transient and 
limited to approximately 3% of patients. Hypogly 
cemia and toxic reactions are extremely rare. Hypo- 
glycemia is most likely to occur during the period 
of transition from insulin to Orinase. Other uo 
te d reactions to Orinase are usually not of « 
serious nature and co principally of gastro 


intestinal disturbances, headache, and variable 
allergic skin manifestations. The gastrointestinal 
disturbances (nausea, epigastric fullness, heartburn) 
and headache appear to be related to the size of 
the dose, and they frequently disappear when dos 
age is redeced to maintenance levels or the total 
daily dose is administered in divided portions after 
meals. The allergic skin manifestations (pruritus, 
erythema, and urticarial, morbilliform, or maculo 
papular eruptions) are t ent reactions, which 
frequently disappear with continued drug admin 
tration. However, if the skin reactions persist, 
Orinase should be discontinued 
Clinical toxicity: Orinase appears to be rv rk 
ably free from gross clinical toxicity on the basis 
of experience accumulated during more than four 
years of clinical use. Crystalluria or other untoward 
efiects on renal function have not been observed 
Long term studies of hepatic function in hamans 
and experience in over 600,000 diabetics have shown 
Orinase to be remarkably free of hepatic toxicity 
There has been reported only one case of choles 
tatic jaundice related to Orinase administration, 
which occurred in a patient with pre-existing liver 
e¢ and which rapidly reversed upon discontin 
of the drug 
Each tablet contains 
Tolbutamide 
Supplied in bottles of 50. 
References: 
1. Bollinger, R. E., et al.: J. Kansas M. Soc 
61 135 (March) 1960, 2. Williams, R. H.: Diabetes 
New York, Paul B. Hoeber, Inc., 1960, pp. 491, 492 
3. Bradley, R. F.: Ann. New York Acad. Sc. 82:515 
(Sept 25) 1959. 4. Sherry, S., et al.: Anu. New 
York Acad. Se. 71 249 (July 10) 1957 
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An exclusive methyl ‘governor’ 
minimizes hypoglycemia. 


The Upjohn Company, Kalamazoo, Michigan 
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Calendar of Meetings 


ASSOCIATION OF AMERICAN COLLEGE oF AMERICAN PATHOLOGISTS, Olympic Hotel, 
Seattle, Oct. 1-7. Dr. Arthur H. Dearing, Pruden- 


MEDICAL COLLEGES tial Plaza, Suite 2115, Chicago, Executive Director. 
72nd Annual Meeting, Nov. 13-15, 1961! 
Queen Elizabeth Hotel, Montreal, Canada 


NOVEMBER 


AMERICAN COLLEGE OF CHEST PHYSICIANS, Interim 

1961 Session, Brown-Palace Hotel, Denver, Nov. 25-27 
Mr. Ward Bentley, 112 E. Chestnut St., Chicago 11, 
Executive Assistant. 


AUGUST 


AMERICAN MEDICAL ASSOCIATION, CLINICAL MEETi 
Denver, Nov. 27-30. Dr. F. J. L. Blasingame, 
Dearborn, Chicago 10, Executive Vice-President 


AMERICAN CONGRESS OF PHYSICAL MEDICINE AND Re- 
HABILITATION, Sheraton-Cleveland Hotel, Cleveland, 
Aug. 27-Sept. 1 Dorothea C. Augustin, 30 N. 
Michigan Ave., Chicago 2, Executive Secre 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, Cleveland, 
November. Miss Lillian T. Majally, 1790 Broadway, 
New York 19, Executive Director 


SEPTEMEER 
AMERICAN PUBLIC HEALTH ASSOCIATION, Cobo Hall, 
AMERICAN ASSOCIATION OF MEDICAL CLINICS, Barbizon Detroit, Nov. 13-17. Dr. Berwyn F. Mattison, 1790 
Plaza Hotel, New York, Sept. 27-29. Dr. Joseph B. jroadway, New York 19, Executive Director 
Davis, Davis Clinic, 131 N. Washington St., Marion, 
Ind., Secretary-Treasurer. ASSOCIATION OF MILITARY SURGEONS (68TH ANNUAL 
CONVENTION), Mayflower Hotel, Washington, D.C., 
AMERICAN ASSOCIATION FOR THE SURGERY OF TRAL MA, Nov. 5-8. Col. Robert E. Bitner, U.S.A., Ret., 1726 
Drake Hotel, Chicago, Sept. 28-30. Dr. William T. Eye St., N.W., Washington 6, D.C., Secretary. 


Fitts Jr., 3400 Spruce St., Philadelphia 4, Secretary. 


INTERSTATE POSTGRADUATE MEDICAL ASSOCIATION OF 
NortH America, Cleveland Auditorium, Cleveland, 
Nov. 13-16. Mr. Roy T. Ragatz, Box 1109, Madison 
1, Wis., Executive Director. 


AMERICAN HosPITAL AssocIATION, Atlantic City, 
Sept. 25-28. Mr. Maurice J. Norby, 840 North Lake 
Shore Dr., Chicago 11, Secretary 


COLLEGE OF AMERICAN PATHOLOGISTS, Seattle, Sept 


0-Oct. 3. For information write: Dr. A. H. Dear- DECEMBER 


ing. Prudential Plaza, Suite 2115, Chicago 1 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLO- 
GY, Palmer House, Chicago, Dee. 2-7. Dr. Robert 
R. Kierland, Mayo Clinic, Rochester, Minn., Secre- 
tary-Treasurer. 


OCTOBER 


ACADEMY OF PsYCHoOSOMATIC MEDICINE, Emerson Hotel, 
Baltimore, Md., Oct. 12-14. Dr. George Sutherland, 1962 
s700 N. Charles St., Baltimore, Program Chairman 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTO- JANUARY 
LAKYNGOLOGY, Palmer House, Chicago, Oct. 8-13 
Dr William L. Benedict, 15 Second Street S.W., AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer 
Rochester, Minn., Executive Secretary House, Chicago, Jan. 27-Feb. 1. Mr. John K. Hart, 
29 East Madison St., Room 910, Chicago 2, Execu- 
AMBKICAN ACADEMY OF PEDIATRICS, Palmer House tive Secretary. 
Chicago, Oct. 2-5. Dr. E. H. Christopherson, 1801 
Hinman Ave., Evanston, Ill, Executive Director. AMERICAN COLLEGE OF SURGEONS, SECTIONAL MEETING 


FUR SURGEONS AND GRADUATE NURSES, Statler-Hilton 
A MEKICAN SSOCTATION IC Al - 
Ass ‘ Recorp Lisrar and Biltmore Hotels, Los Angeles, Jan. 29-Feb. 1 


IANS, Benjamin Franklin Hotel, Philadelphia, Oct at 

9-12. Miss Doris Gleason, 840 N. Lake Shore Dr., Adams, Cienge 18, 
Chicago 11, Executive Director. 


Secretary 


AMERICAN COLLEGE OF GASTROENTEROLOGY, Hotel Cleve- FEBRUARY 
land, Cleveland, Oct. 2: Mr. Daniel Weiss, 3% 
West 60th St., New York 23, Executive Director 


AMERICAN ACADEMY oF ALLERGY, Denver-Hilton Hotel, 


AMERICAN COLLEGE OF SURGEONS, Conrad Hilton Hotel, Denver, Feb. 5-7. Mr. James 0. Kelley, 756 North 
Chicago, Oct. 2-6. Dr. William E. Adams, 40 E. Eric Milwaukee St., Milwaukee 2, Wis., Executive See- 
St., Chicago 11, Secretary. retary. 


AMERICAN MEDICAL WRITERS’ ASSOCIATION, New York AMERICAN ACADEMY OF OCCUPATIONAL MEDICINE 


City, Oct. 6-7. Leslie L. Lewis, LL.B., Ravenswood burgh-Hilton Hotel, Pittsburgh, Pa., Feb. 7-9. Dr. 
Hospital, 1931 W. Wilson Ave., Chicago 40, Asst Paul J. Whitaker, Allis-Chalmers Manufacturing 
Secretary. Co., P.O. Box 512, Milwaukee 1, Wis., Secretary. 


AMERICAN SOCIETY OF ANESTHESIOLOGISTS, INC., Statler . 
Hilton, Los Angeles, Oct. 22-27. Mr. John W. AMERICAN COLLEGE oF RapioLocy, Roosevelt Hotel, 


Andes, 515 Busse Highway, Park Ridge, Lll., Exeeu- New York City, Feb. 7-10. Mr. Wiliam C. Stronach, 
tive Secretary. 20 N. Wacker Dr., Chicago 6, Executive Director. 


AMERICAN SOCIETY OF MicroBloLoGy, Commodore Hotel, Society or UNIVERSITY SuUxKGeoNs, Cleveland, Ohio, 
New York City, Oct. 31-Nov. 2. R. W. Sarber, Feb. 8-10. Dr. C. Frederick Kittle, University of 
19875 Mack Ave., Detroit 36, Executive Secretary Kansas Medical Center, Kansas City 12, Kansas. 


Vi 
| 
NG, 
N 
| 
i 
7 
Fitts - 
4 4 
+, 


New 1961 Book 


The Human Adrenal Gland 


By LOUIS J. SOFFER, M.D., F.A.C.P. 


Attending Physician and Head of Endocrinology, The Mt. Sinai Hospital; Clinical Professor 
of Medicine, State University of New York College of Medicine in New York City 


RALPH |. DORFMAN, Ph.D. 
Director of Laboratories, Worcester Foundation for Experimental Biology, Shrewsbury, Massachusetts; 
Research Professor of Biochemistry, Boston University Graduate School 
and J. LESTER GABRILOVE, M.D. 


Associate Attending Physician and Member of Endocrine Research Laboratory and Clinic, 
The Mt. Sinai Hospital; Clinical Associate Professor of Medicine, 
State University of New York College of Medicine in New York City 


Three highly qualified authors combine their talents to bring you this comprehensive 
work on the anatomy, physiology and chemistry of adrenal hormones, and the diag- 
nosis and treatment of diseases of the adrenal glands. Emphasis is on the clinical 
aspects, but theoretical as well as practical viewpoints are included. All of the adrenal 
hormones, including medullary and cortical, and the synthetic analogues, are con- 
sidered fully in this compact book. Adrenal insufficiency is covered extensively. 


New. 591 Pages. 79 Illustrations and 1 in Color. 20 Tables. $18.50 
New 1961 Edition 


Functional Neuro-Anatomy 


By A. R. BUCHANAN, M.D. 
Professor and Head of the Department of Anatomy, 
University of Colorado School of Medicine, Denver 
\ re-arrangement of chapter order for this new edition brings into focus inter- 
relationships between the “pyramidal” and “extrapyramidal” motor systems as they 
affect motor disabilities. New material is added to the discussion of the basal ganglia. 
and a descriptive orientation to the thalamus is included with the hypothalamus. 


New 4th Edition. 377 Pages, 7x10". 273 Illustrations, 18 in Color. $8.50 


Pharmacology and Therapeutics 


By ARTHUR GROLLMAN, Ph.D., M.D., F.A.C.P. 


Lecturer in Pharmacology and Toxicology, Medical Branch; Professor and Chairman, Department of 
Experimental Medicine, The Southwestern Medical School, University of Texas, Dallas 


This edition includes sections on corticosteroid therapy. treatment of cancer, present- 
day use and understanding of tranquilizers. the newer hormones and psychic ener- 
gizers. and drugs introduced since 1958. Drugs are listed by their common as well 
as official names, under effects and symptoms induced, and disorders for which they 
are used. The subject may be presented in whatever sequence considered desirable. 


4th Edition. 1079 Pages. 217 Illustrations,2 in Color. 42 Tables. $12.50 
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clinical experience continues to indicate 
value of the CYTOTOXIC AGENT... 


Cyclophosphamide, Mead Johnson 


for palliative chemotherapy of 


certain types of malignant neoplasms 


“Cyclophosphamide [Cytoxan] has proved a valuable addition to 
chemotherapeutic drugs available for the treatment of malignant 
diseases of the haemopoietic and reticuloendothelial systems.... 
Particularly effective in Hodgkin's disease, lymphosarcoma, chronic 
lymphocytic leukaemia, and myelomatosis....""! 


“Objective data suggest that this agent [Cytoxan] has advantages not 
possessed by standard alkylating agents now in clinical use.”* 


“With the use of cyclophosphamide [Cytoxan] there is a relative lack 
of thrombocytopenia and a diminution in gastrointestinal sice- 
effects, so that it may offer therapeutic advantages over other alkyl- 
ating 


Other Advantages in Clinical Practice: Broad-spectrum application. 
High therapeutic index. No vesicant activity—may be given orally 
or parenterally. 
(1) Matthias, J. O.; Misiewicz, J. J., and Scott, R. B.: Brit. M. J. 2:1837-1840 (Dec. 24) 1960. 


(2) Coggins, P.R.; Ravdin, R.G., and Eisman,S. H.: Cancer /3:1254-1260 (Nov.-Dec.) 1960 


(3) Papac, R.; Petrakis, N. L.; Amini, F., and Wood, D. A.: J.A.MLA. 172:1587-1591 
(March 26) 1960. i 
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DOSAGE: For neoplasms relatively susceptible to Cytoxan 
— Patients with lymphomas and other neoplasms believed 
to be relatively susceptible to Cytoxan therapy are given 
an initial dose of 2-3 mg./Kg./day intravenously. White 
blood counts and platelet determinations should be made 
daily or twice weekly and the dosage adjusted accord- 
ingly. Intravenous infusions should be continued for at 
least 6 days unless otherwise indicated. A leukopenia of 
between 1500 and 5000 cells per cu. mm. (or lower) may 
be expected between the tenth and fourteenth day. In 
the presence of a leukopenia of less than 2000/cu. mm 
Cytoxan should be discontinued until the white cell count 
returns to 2000 to 5000 (usually within a week) Dosage is 
subsequently adjusted as indicated by the patient's objec 
tive response and the leukocyte count. If the patient is 
subjectively i 


iproved, if the size of the tumor has de 
creased, or if the white cells are satisfactorily maintained 
between 2000 and 5000/cu. mm. oral dosage may be insti- 
tuted equivalent to intravenous dosage 

Thrombocytopenia is rarely observed on this regimen 
If platelet counts of less than 100,000/cu. mm. are ob- 
served, the patient should be watched carefully. If plate 
lets continue to decrease, Cytoxan should be discontinued 

The patient who has had previous treatment with al- 
kylating agents, or x-ray, or is debilitated may be more 
susceptible to bone marrow depression, and initial Cytoxan 
doses should be more conservative than the above. Such 
patients should have more frequent hematologic evalua 
tion. Good medical practice demands access to a reliable 
hematologic laboratory when using Cytoxan 
For neoplasms relatively resistant to Cytoxan Patients 
with carcinomas and other malignant ne yplasms believed 
to be less susceptible to Cytoxan therapy are given a 
dose of 4 to 8 mg./Kg./day intravenously. Unless there 
are indications to the contrary, this dose is continued for 
6 days, then stopped. Leukopenia usually ensues on the 
tenth to fourteenth day after the first dose of Cytoxan 
Thrombocyte reduction is not common, and platelets may 
actually increase. The leukocyte count promptly returns 
toward normal levels in most cases, and as it begins to 
mecrease, sufficient Cytoxan is administered to maintain 
it near 2000 to 5000/cu. mm. This mav be accomplished 
by two intravenous injections weekly, or by oral admin 
istration, or by a combination of both routes. An oral 
dosage of 50 to 200 me. daily or an int scnous inypection 
of > mg./Kg. twice weekly will usually suffice 

The platelet and leukoevte counts should be followed 
carefully, and the prior treatment history of patients 
carefully evaluated as delineated above 
Leukop 


objective measure for dosage scems to be the number of 


nia asa guide to adequacy of dosage —The best 
circulating white blood cells. This is used as an index of 
the activity of the hematopoietic system especially the 
bone marrow. The mechanism by which Cytoxan causes 


a reduction in the level of white blood cells is not known, 


but cessation of dosage results in an increase in the level 
indicating that the hematopoietic system had not been 
permanently affected. When large doses (8 me Ke./day 
for 6 days) are given initially, the white cell count falls 
rapidly. Following the cessation of the 6-day course. the 
white cells may continue to decline for as long as §& davs 
and then increase. The reduction of the white cell count 
during Cytoxan the rapy and its subsequent increase when 
therapy is discontinued can be repeated in the same pa 
tient. Maximal reduction in leukocyte count indicates the 
maximal permissible Cytoxan level for therapeutic effect 
Leukopenic patients must be watched carefully for evi 
dence of infection 

Potal white blood cell and thrombocyte counts should 


be obtained 2 or more times weekly in order to evaluate 


therapy and to adjust dosage 


SIDE EFFECTS: Although Cytoxan is related to nitrogen 
mustard, it has no vesicant effect on tissue. It does not 
traumatize the vein when injected intravenously. nor does 
it Cause any localized tissue reaction following extravasa- 
tion. It may be administered intravenously, intramuscu- 


larly, intraperitoneally, intrapleurally or directly into the 


tumor, when indicated. It is apparently active by each of 
these routes 

Nausea and vomiting are common and cde pend on dose 
and on individual susceptibility. However, many investi- 
gators accept the nausea and vomiting in favor of main 
taining maximal therapy. The vomiting can be controlled 
with antiemetic agents 

Alopecia is a frequent side reaction to Cytoxan therapy 
It has been observed in 28% of the patients studied in 
this country. The incidence is greater with larger doses 
The loss of hair may first be noted about the 2Ist dav of 
therapy and may proceed to alopecia totalis. This effect 
is reversed following discontinuance of Cytoxan: during 
reduced maintenance therapy, hair may reappear. It is 
essential to advise the patient in advance concerning this 
effect of the drug 

Dizziness of short duration and of minor degree has 
occasionally been reported. 

Leukopenia is an expected effect and can be used as a 
guide to therapy Thrombocytope nia may occur, especi 
ally after large doses. The leukocyte or platelet counts of 
an occasional patient may fall precipitously after even 
smal! doses of Cytoxan, as with all alkylating agents. The 
drug should be discontinued in such patients and reinsti 


tuted later at lower dosage after satisfactory hematologic 
recovery has occurred. Prior treatment with x-ray or with 
other chemother peutic agents frequently causes an 
earlier or exaggerated leukopenia or thrombocytopenia 
after Cytoxan medication. Only rarely has there been a 
report of erythrocyte or hemoglobin reduction 
ADMINISTRATION: Add 5 cc. sterile water (Water for 
Injection, U.S.P.) to 100 mg. of Cytoxan in the sterile vial 
(add 10 cc. to 200 mg. vial). Shake, allow to stand until 
clear, remove with sterile syringe and needle and inject 

The freshly prepared solution of Cytoxan mav be ad 
ministered intravenously, intramuscularls Intraperitone 
ally, intrapleurally, or directly into the tumor Ihe 
solution should be administered promptly after being 
made but is satisfactory for use for three hours after 
preparation 

If the patient is receiving a parenteral infusion, the 
Cytoxan solution may be injected into the rubber tubing 
if the solution is glucose or saline 

No thrombosis or thrombophlebitis has been reported 
from injections of Cytoxan. Extravasation of the drug 
into the subcutaneous tissues does not result in local 
reactions 
PRECAUTIONS: Cytoxan should not be given to any 
person with a severe leukopenia thrombocytopenia, or 
bone marrow infiltrated with malignant cells. It may be 
given with suitable precautions to patients whe have had 
recent N-ray treatment, recent treatment with a cvtotoxic 
agent, a surgical procedure within 2-3 weeks, or debili 
tated patients 
AVAILABILITY: Cytoxan is available as follows 

Cytoxan for Injection, 100 mg., a sterile dry-filled vial 
containing 100 mg. cyclophosphamide and 45 mg. sodium 
chloride. Packaged, 12 vials per carton 

Cytoxan for Injection, 200 mg., a sterile drv-filled vial 
contamming 200 me. cve lophosphamide and 90 mg. sodium 
chloride. Packaged, 12 vials per carton 

Cytoxan Tablets for oral administration, 50 mg., white, 
round tablets, flecked with blue for easy identification 
Packaged, 100 tablets per bottle 
For a copy of the Cytoxan brochure, or other additional 
information on Cytoxan, communicate directly with the 
Medical Department, Mead Johnson Laboratories, Evans- 
ville 21, Indiana 


Mead Johnson 
Laboratories 
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Texts of vital interest... 
' Adams: PHYSICAL DIAGNOSIS, 14th edition 


850 pp., 428 figs., 1958 $12.00 
Bailey; DEMONSTRATIONS OF PHYSICAL SIGNS IN 
CLINICAL SURGERY, 13th edition 


944 pp., 1084 figs. (many in color), 1960 $14.50 
Baker: ESSENTIAL PATHOLOGY 

645 pp., 470 figs., 1961 $9.50 
Basmajian: CATES’ PRIMARY ANATOMY, 4th edition 

376 pp., 514 figs., 1960 $6.50 


Bell, Davidson @ Scarborough: TEXTBOOK OF PHYSIOLOGY 
AND BIOCHEMISTRY, 5th edition 


Approx. 1100 pp., 825 figs. (many in col.). Ready mid-August. Price not 
yet determined. 


Best & Taylor: THE PHYSIOLOGICAL BASIS OF MEDICAL 
PRACTICE, 7th edition 


1570 pp., 657 figs., 4 col. pls., 1961 $16.00 


Brewer: TEXTBOOK OF GYNECOLOGY, 3rd edition 


Approx. 775 pp., approx. 200 figs. Ready early September. Price not 
yet determined. 


Colby: ESSENTIAL UROLOGY, 4th edition 


610 pp., 284 figs. (7 in col.), 1961 $8.00 


Hamilton: Boyd @ Mossman: HUMAN EMBRYOLOGY, 
2nd edition 

440 pp., 433 figs. (105 in col.), 1952 $9.00 
Krantz @ Carr: THE PHARMACOLOGIC PRINCIPLES OF 
MEDICAL PRACTICE, sth edition 


1512 pp., 150 figs., 4 col. pls., 25 portraits, 1961 $15.00 


Miller: A TEXTBOOK OF CLINICAL PATHOLOGY, 


6th edition 
915 pp., 220 figs. (22 in col.), 1960 $15.00 


Novak @ Jones: NOVAK’S TEXTBOOK OF GYNECOLOGY, 


6th edition 
846 pp., 580 figs., 46 col. nls., 1961 $15.00 


Truex: STRONG & ELWYN’S HUMAN NEUROANATOMY, 


4th edition 
500 pp., 363 figs., 31 col. pls., 1959 $10.00 


DAR 
THE WILLIAMS & WILKINS COMPANY 
WY 


Baltimore 2, Maryland 
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Depo-Medrol was administered intra-articularly to 118 patients 


(250 injections) for disorders including rheumatoid arthritis, 
osteoarthritis, epicondylitis, and tendinitis. 

Relief of pain and swelling was marked or complete in 104 of 
the 118 (88.1%); duration of response to a single injection was 


more than three weeks in 89 patients (75.4% ) and more than six 


weeks in 39 of these.’ “Post-injection flare-up was practically 


non-existent.” 


Indications and dosages 


Intra-articular, intrabursal and intra- 
tendinous injections of Depo-Medrol 
are useful for sustained anti-inflamma 
tory effect and symptomatic relief in 
rheumatoid arthritis, osteoarthritis, 
bursitis, tendinitis, epicondylitis and 
other rheumatic disorders 

Intra-articular dosage depends on 
the size of the joint and the severity of 
the condition. Injections may be re 
peated, if necessary, at intervals of one 
to five weeks. A suggested dosage 
guide: Large joint, 20 to 80 mg.; me- 
dium joint, 10 to 40 mg.; small joint, 
4 to 10 mg. 

For administration directly into 
bursae, dosage may be 4 to 30 mg. (re- 
peat injections are usually not needed ) 

For injection into the tendon sheath, 
4 to 30 mg. is a usual range (in recur 
rent or chronic conditions, repeat in- 
jections may be needed). 


Precautions 


Depo-Medrol for local effect is contra- 
indicated in the presence of acute 
infectious conditions. Infrequently, 
atrophic changes in the dermis may 
form shallow depressions in the skin 
at the injection site, but these usually 
disappear in a few months. 


Depo-Medrol 40 mg. per cc. 
Each ce. contains: 
Medrol (methylprednisolone) 


Sodium chloride 

Myristyl-gamma-picolinium 
chloride 

Water for injection 

Supplied: 1 ce. and 5 cc. vials 

20 mg. per cc. 

Each cc. contains: 

Medrol (methylprednisolone) 
acetate 20 mg. 
Polyethylene glycol 4000 ... 29.6 mg. 

Sodium chloride 
Myristyl-gamma-picolinium 
chloride 


0.19 mg. 


Supplied: 5 ec. vials 

1. Norcross, B. M., and Winter, J. A.: 
Methylprednisolone acetate: a single 
preparation suitable for both intra- 
articular and systemic use, New York 
J. Med. 61:552 (Feb. 15) 1961. 
"Trademark, Peg. U.S. Pat. Off 


methylprednisolone acetate, Upjohn 


The Upjohn Company, Kalamazoo. Michigan 


relief 
within 
hours... 
lasting 
for 
weeks 


Depo- 
Medrol 


intra- 
articularly 


44 
j 
acetate 10 me. 
Polyethylene glycol 4000 29 mg 
4 
Water for ection q.s 
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This 1 technician counts and sizes blood cells 


using a Coulter Counter? technicians accomplish other 


jobs while red or white blood cells, tissue cultures, bacteria, protozoa 
are automatically analyzed with unprecedented speed, reliability, 
accuracy, economy. In more than 1500 hospitals, clinics and re- 
search centers, Coulter Counters daily prove themselves as a major 


breakthrough in cell count- 
ing and sizing. Electronic 
automation permits techni- 
cians freedom for other 
projects, eliminates conven- 
tional eye-strain inherent 
with optical equipment. Still 
cell analysis is far faster, un- 
paralleled for reliability. 
Apply the Coulter Counter’s 
new, but proved, concept to 
your requirements... it is a 
significant technological 
advancement. 


Patented in U.S.A., Great Britain, France, 
Germany, Japon, Brazil and throughout the world 


Somple capacity exceeds 60 counts per hour 
on a production basis 

As little os 02 mi. blood samples for both 
red and white count 

Sensitivity extends to particles from .5 micron 
to 200 microns 

Counts in excess of 6,000 individual cells 
per second! 

Each count equivalent in number of cells 
counted, to average of 100 chamber 

counts reduces sampling error by factor 
of approximotely 10 

Unit takes its own precisely metered sample 
from sample becker to eliminate counting 
chomber errors 

Oscilloscope display provides immediate 
information on relative cell size and relative 
cell size distribution 

Threshold leve! control provides means of 
rapidly obtaining complete cell size 
distribution data 


ey: COULTER ELECTRONICS 2525 North Sheffield Avenue 


‘Trade Mark 


Chicago 14, Illinois 
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FURACWW 
TOPICAL 


CREAM 


TOPICAL 
ANTIBA: 
AGENT 


ATON LABORATOF 


fl 


NOW. .. ACOSMETICALLY SUPERIOR CREAM CONTAINING THE 
MOST WIDELY PRESCRIBED SINGLE TOPICAL ANTIBACTERIAL 


FURACIN TOPICAL CREAM 


IN A CONVENIENT 1 OZ. Rx SIZE « For treatment of topical infections 


such as: impetigo, pustular acne, furunculosis, ecthyma, infected cutaneous 
ulcers, abrasions, lacerations # For prevention and treatment of infections 
associated with irradiation or surgical removal of external malignant growths 
# Particularly suitable for postoperative anal, rectal or pilonidal cyst wounds 


# broad bactericidal range includes certain stubborn staphylococcal strains 
# has not induced significant bacterial resistance = ngntoxic and nonirritating 
s does not retard epithelization # low sensitization rate = stable and long-act- 
ing, even in exudates 

FURACIN # Topical Cream, | oz. (28 Gm.) tube # Soluble Dressing, 1 oz. (28 
Gm.) tube # Furacin-HC Cream (with hydrocortisone), 5 and 20 Gm. tubes 
# and other special formulations for every topical need 


aton 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH,N.Y. c 
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ANOTHER GOOD REASON 
TO BUY A TYCOS'’ ANEROID 


This “Velcro 80” Cuff is the first major improvement since fabulous 
Velcro material was announced. And right now, all orders for TYCOS 
Aneroids and Cuffs will be filled with new Velcro 80. 

The big advantage is that new TYCOS Cuffs will hold on very fat arms, 
where the original material proved inadequate. Now heavier gage nylon 
filament used in weaving the hook strip makes each hook stronger (see 
magnified picture above). It takes a real pull to separate the strips. 


Taylor Instrument Companies, Rochester, N. Y., and Toronto, Ontario. 


Tycos Hand Model Aneroid is preferred Tycos Pocket Model Aneroid, with regu- 
by many doctors for house calls and of- lar hook cuff, for routine hospital use. 
fice use. Cuff is now standard with the The gage attaches securely to cuff, mini- 
new Velcro 80 fastener. *5098-V, TYCos mizing the hazard of dropping. « 5090-V, 
Hand Aneroid in leather case, $49.50. Pocket Aneroid with case, $46.50. 


Taylor Lnslruments mean accuracy FIRST 
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AVAILABLE for FALL CLASSES 


from YEAR BOOK MEDICAL PUBLISHERS 


Classroom “BEST FRIENDS” of Teachers and Students Alike 


Cullen’s ANESTHESIA 


New 6th Edition—Teachers will welcome 
Dr. Cullen’s new edition. The entire text 
has been brought up to date. All features 
responsible for its wide adoption have been 
maintained. By Stuart C. Cullen, M.D., 
University of California Medical Center. 
Approx. 300 pages; illus. Ready Sept. 


Hoffman’s BIOCHEMISTRY 
OF CLINICAL MEDICINE 


Second Edition—This book’s reputation is 
the result of realistic performance as a 
teaching and learning aid. The dynamics of 
disease processes are presented with clear- 
cut delineation of chemical findings useful 
in diagnosis, prognosis, and treatment. The 
author is both internist and biochemist. By 
William S. Hoffman, Ph.D., M.D., Univer- 
sity of Illinois College of Medicine. 734 
pages; illus. $12.00. 


200 East Illinois Street 


Davenport’s Physiology of the Digestive Tract 


New Book—Dr. Horace W. Davenport, Professor and Chairman of the University 
of Michigan’s Department of Physiology, puts into print the approach he has so 
successfully used in instilling students with a sound basic knowledge of the func- 
tion of the normal human digestive tract—first showing the mechanism available 
for propulsion and secretion, then demonstrating aliments in the process of be- 
ing digested and absorbed. Includes observations of how and to what extent the 
mechanism of motility, secretion and their control are actually used. 224 pages; 
108 figures, many with multiple images. $8.59 


Books for Consideration as Texts sent to T 


YEAR BOOK MEDICAL PUBLISHERS, INC. 


McCombs’ 
INTERNAL MEDICINE 


Second Edition—A physiclogic and clinical 
approach to disease, ideal for orienting the 
student entering the clinical phase of his 
study of medical diseases. By Robert P. 
McCombs, M.D., Tufts University School of 
Medicine. 750 pages; illus. $10.50. 


Defares & Sneddon’s 
INTRODUCTION TO THE 
MATHEMATICS OF 

MEDICINE & BIOLOGY 
New—Gone are the days when a “nodding 
acquaintance” with simple arithmetic is a!l 
that the medical student requires. This is 
a timely addition to educational literature. 
By J. G. Defares, Dept. of Physiology, Uni- 
versity of Leyden, and I. N. Sneddon, Dept. 
of Mathematics, University of Glasgow. 
633 pages; 177 diagrams, tables and illus- 
trations. $14.00. 


Chicago 11, Illinois 
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Relationships between Medical and Nursing Education 


HELEN NAHM, Pu.D.,* and DORIS I. MILLER} 


School of Nursing, 


University of California, San Francisco Medical Center 


San 


INTRODUCTION 
At a time when there is increasing con- 
cern about world-wide health problems 
and the need to educate personnel from 
this country and other countries of the 
world to cope with these problems, effec- 
tive communication and joint planning 
between medical and nursing educators 
and their students are of critical im- 
portance, not only to our national wel- 
fare but to international welfare as well. 

In this paper an attempt has been 
made to describe some of the changes 
which in recent years have resulted in 
a breakdown of relationships between 
medicine and nursing, to discuss some 
of the consequences of the breakdown, 
and to suggest how the two professions 
could work together to alter the situa- 
tion which now exists. 

Prior to World War II most of the 
care of hospitalized patients was pro- 
vided by doctors and registered nurses. 
Communication between the two groups 
concerning the care of patients was usu- 
ally very good. Experienced nurses on 
the various hospital divisions partici- 
pated in the education of medical stu- 
dents, and physicians participated in the 
education of nursing students. Interest 


* Dean, School of Nursing. 
+ Assistant Professor, School of Nursing. 


Francisco, California 


of each group in the other was taken 
for granted, and feelings of mutual con- 
cern and respect were readily commu- 
nicated to one another and, in turn, to 
the patients for which they were re- 
sponsible. 

During the past 20 years considerable 
changes have taken place in both medical 
and nursing practice and medical and 
nursing education. In addition, tremen- 
dous changes have occurred in _ hos- 
pitals and other institutions in which 
medical and nursing care are provided. 
As a result, many needs of patients and 
their families during periods of stress 
associated with illness are not being met. 
The concern of the public about the in- 
adequacies of medical and nursing care 
is being expressed in the many adversely 
critical articles which have appeared re- 
cently in popular periodicals. It seems 
imperative that physicians and nurses, 
as well as all other groups who con- 
tribute to health and medical care, 
assess the situation which exists and 
take steps to alter it. The place in which 
it would seem most logical to begin the 
process of change is in the medical cen- 
ters of universities in which both phy- 
sicians and nurses are being educated, 
and in which students from each disci- 
pline have access to the same hospitals, 
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out-patient departments and community 
agencies. 

There are many questions which might 
be jointly explored by medical and nurs- 
ing educators and their students. Some 
of these are related to the fact that the 
number of physicians in relation to the 
population as a whole is decreasing and 
that, of those who are enrolled in edu- 
cational programs in medicine, a higher 
proportion are being prepared for spe- 
cialization and research and a smaller 
proportion for general practice (6, 8). 
Other questions are concerned with the 
organization of nursing services and the 
changing role of the professional nurse 
in relation to that of semi-professional 
nursing personnel. Questions which nurse 
educators are eager to explore with medi- 
cal educators and their students are the 
following: 

1. If there are to be fewer general 
practitioners in the years to come and 
a larger number of highly trained medi- 
cal specialists, what will be the role 
of the professional nurse of the future, 
and how should she be educated? 

2. Will all professional nurses of the 
future need to broaden and deepen their 
knowledge to be effective colleagues of 
physicians in the care of patients with 
complex medical and nursing problems? 

3. If the professional nurse becomes 
more of a colleague of the physician 
must she continue to pass on a larger 
number of traditional nursing care func- 
tions to nursing personnel with lesser 
preparation? If this is done, how should 
the latter group be prepared? 

4. How should nursing services be or- 
ganized to assure that semi-professional 
nursing personnel receive the quality of 
teaching and supervision essential for 
safe and effective nursing care? 

5. What should be the relationship be- 
tween the nurse responsible for general 
supervision of nursing care and the clin- 
ically expert nurse? What should be the 
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relationship of each of these to hospital 
and nursing service administration? 

In raising these questions it should 
be made clear that the preparation of 
nursing personnel who can provide ef- 
fective nursing care for patients and 
skillful professional assistance to the 
physician is the major responsibility of 
university schools of nursing. Nurse edu- 
cators feel strongly, however, that, to 
reach these objectives, it is urgent that 
larger numbers of nurses have the prep- 
aration which is essential for effective 
functioning in leadership positions in 
the nursing field. In this paper an effort 
has been made to describe the kinds of 
leadership personnel the writers believe 
essential and the ways in which such 
leadership will be expected to function 
in the years to come. The need for leader- 
ship personnel, in itself, is a direct out- 
growth of the many changes to which 
the profession of nursing has been sub- 
jected in recent years. 


THE PAST AND THE PRESEN 

Prior to World War II most of the 
nursing care of hospitalized patients was 
provided by graduates of 3-year pro- 
grams offered by hospital school of nurs 
ing and by students enrolled in these 
programs. Education was of an appren- 
ticeship type, and preparation for super 
vision or administration was obtained 
primarily through experience in the hos- 
pital setting. A small proportion of 
nurses took postgraduate courses of 
from 3 to 6 months in length in clinical 
nursing areas such as maternity nursing 
or pediatric nursing. These courses, too, 
were of an apprenticeship type, and serv- 
ice to a particular hospital was often the 
chief motive underlying the offering of 
a so-called postgraduate course. For 
upper-class patients much of the care 
in hospitals, as well as in homes, was 
provided by private duty nurses. For 
lower-class patients in large urban com- 
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munities, care in homes was provided 
by nurses employed by visiting nurse 
associations. Untrained practical nurses 
provided some home care in both urban 
and rural communities: these workers, 
however, were seldom employed in hospi- 
tals. Preparation for teaching in schools 
of nursing or for public health nursing 
was looked upon as advanced prepara- 
tion which should be provided by colleges 
and universities in bac -alaureate-degree 
programs. Even in the so-called univer- 
sity schools of nursing, the majority of 
which were associated with medical cen- 
ters and large teaching hospitals, only 
a small proportion of the students were 
enrolled in the program which led to 
a baccalaureate degree. The majority 
were enrolled in traditional, 3-year, 
apprenticeship-type programs which dif- 
fered little from those offered by private 
hospitals. The majority of teaching hos- 
pitals used students to provide the bulk 
of nursing service. The dean or director 
of the school was also the director of 
nursing service and the nursing service 
supervisors, and head nurses were re- 
sponsible for most of the teaching in 
clinical nursing areas. The quality of 
the program was evaluated in relation 
to the number and types of disease con- 
ditions with which the student had ex- 
perience and the extent to which highly 
trained medical specialists participated 
in the teaching program. The concept 
that nurse teachers should be as well 
prepared to teach nursing as physicians 
to teach medicine was novel. It was gen- 
erally accepted that the graduate of a 
so-called “good school of nursing” knew 
all there was to know about nursing. To 
prepare for the teaching of nursing she 
needed only to learn more about methods 
of teaching and curriculum construction. 

During the past 20 years the entire 
picture has changed. The shortage of 
registered nurses, which quickly became 
acute at the beginning of World War IT, 


has continued, despite efforts of the nurs- 
ing profession to attract larger numbers 
of young women into the nursing field. 
In 1958 there were 236,095 nurses em- 
ployed in hospitals and schools of nurs- 
ing. Of this number, 181,183 were in 
general duty positions. During that same 
year 86,687 practical nurses and 281,811 
nursing aides and attendants were em- 
ployed in hospitals (1). The increase 
in practical nurses and aides alone has 
markedly changed the functioning of 
the registered nurse in the hospital set- 
ting. It has become imperative that new 
patterns of nursing care be developed 
and that a larger number of hospital 
nurses be prepared for new and highly 
complex supervisory, teaching, and direct 
nursing care functions. 

Many complex tasks. formerly per- 
formed by physicians, have been passed 
on to the registered nurse. Yet, the lines 
of communication between the two 
groups are far less effective than they 
were in years past. The nurse has taken 
on many hospital management functions 
associated with the ever-increasing com- 
plexity of modern hospitals. At present 
the nurse is caught in a triangle which 
includes the patient who wants good 
technical care but also wants to be un- 
derstood and accepted as an individual; 
the physician who wants good nursing 
care for his patients, as well as compe- 
tent assistance in carrying out his own 
highly complex tasks: and hospital man- 
agement which wants good patient care 
but, in addition, a well-run nursing serv- 
ice at the least possible cost. 

In years past, public health nursing 
was looked upon as a highly specialized 
field. It was recognized that the student 
who was prepared only in the hospital 
setting was ill equipped to function in 
public health nursing. To provide prep- 
aration in this field, universities with 
schools and departments of public health 
were encouraged to develop programs in 
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public health nursing. Initially, these 
programs, too, were of relatively short 
duration. However, as time went on, 
they were incorporated into broader pro- 
grams leading to a baccalaureate degree. 

The public health nurse of the past 
has worked almost exclusively in com- 
munity rather than in institutional set- 
tings. Because of this she has usually 
become much more aware of social prob- 
lems associated with illness than has the 
hospital nurse. She has had much broader 
contact with various social agencies con- 
cerned about patient and family care, 
and with community leaders responsi- 
ble for the development and support of 
these agencies. Because of her broader 
outlook she has been looked to not only 
for leadership in the field of nursing but 
in the development of many broad health 
and social movements as well. 

The public health nurse was formerly 
engaged primarily in programs con- 
cerned with prevention of disease and 
promotion of health. The hospital nurse, 
on the other hand, was involved almost 
exclusively with care during illness. To- 
day, the changing trends in health and 
medical care are forcing all nurses, ir- 
respective of where they are employed, 
to accept responsibility for all aspects 
of care including prevention of disease, 
promotion of health, and care during ill- 
ness and rehabilitation. 

As patterns of care change, educa- 
tional programs to prepare nursing per- 
sonnel for such care must also change. 
At present, programs which prepare for 
beginning practice in nursing vary in 
length from the l-year program which 
prepares for practical nursing to the 
4- or 5-year program which prepares 
for practice at a professional level. Tre- 
mendous concern has been expressed 
in recent years about the shortage of 
nurses, and strenuous efforts have been 
made by nurses themselves and by hos- 
pital and medical associations to attract 
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larger numbers of young women into 
the various types of basic programs. 
Much less effort has been exerted in 
recruiting and preparing nurses for top 
leadership positions. Yet, there is a 
direct relationship between the quality 
of preparation of leadership personnel 
and the quality of care which all nursing 
personnel will give in the years to come. 

In 1957 the National League for Nurs- 
ing (4) estimated that, of 430,000 prac- 
ticing registered nurses, 13 per cent were 
in administrative, teaching, supervisory, 
or consultative positions, and an addi- 
tional 20 per cent were in positions in 
which functioning at a relatively in- 
dependent level was expected. The League 
suggested that, for the future, the first 
group should be prepared in master’s 
and higher degree programs in nursing 
and the second group in baccalaureate 
degree programs. 

The number of nurses now prepared 
at the levels suggested above is far 
below that recommended by the National 
League. Faculty members in schools of 
nursing are, in general, the best pre- 
pared group, but even here the picture 
‘auses real concern, since less than one- 
third hold a master’s degree, and about 
one-fifth hold no degree (1). The faculty 
in collegiate schools of nursing are much 
better prepared than those in hospital 
schools. However, with the need to ex- 
pand nursing programs at master’s and 
higher degree levels, the problem of find- 
ing adequately prepared faculty for uni- 
versity teaching becomes one of major 
concern. Educational preparation of pub- 
lic health nurses in supervisory and ad- 
ministrative positions is similar to that 
of faculty members in schools of nurs- 
ing of all types. 

In contrast to nurse educators and 
public health nurses, the preparation of 
hospital nursing service personnel pre- 
sents a less favorable picture. This is 
particularly true of nurses holding re- 
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sponsible administrative positions such 
as head nurse, supervisor, and director 
of nursing service. In university medical 
centers and in hospitals with schools of 
nursing, the preparation of nursing serv- 
ice personnel is, in general, better than 
in hospitals without schools of nursing. 
As hospital operation and hospital care 
of patients increase in scope, cost, and 
complexity, it becomes increasingly ap- 
parent that nurses in responsible posi- 
tions in hospitals must have better prep- 
aration for their jobs than the majority 
now have. There is urgent need for 
better understanding of the situation on 
the part of practicing physicians, medical 
educators, and hospital administrators 
and urgent need for their support in 
effecting change. 

On administrative and supervisory 
nurses in the hospital setting today falls 
the responsibility for planning for nurs- 
ing care during a 24-hour day and a 
7-day week. On them also falls the re- 
sponsibility for keeping all nursing per- 
sonnel under their direction reasonably 
happy and satisfied, as well as function- 
ing at a high level of competency. The 
problems associated with these responsi- 
bilities are complex in any hospital of 
today, but in teaching hospitals they are 
often of a magnitude which defies de- 
scription. It would seem reasonable to 
assume that the more complex the situa- 
tion, the greater would be the need to 
attract and to hold qualified nursing per- 
sonnel. It would then follow that the 
teaching hospital would need a higher 
proportion of well prepared nursing serv- 
ice personnel than the nonteaching insti- 
tution. 

Nurse educators in collegiate schools 
of nursing are presently deeply con- 
cerned about the relatively small number 
of graduates from collegiate schools who 
remain in hospital nursing for any great 
length of time; this, despite the fact 
the university schools of nursing are 
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making strenuous efforts to teach their 
students to provide individualized nurs- 
ing care of the highest quality, to work 
with other nursing personnel who are 
contributing to such care, and to under- 
stand their own contribution in relation 
to that of doctors, social workers, and 
other members of the health team. Many, 
of course, marry either before or soon 
after graduation, and, when their chil- 
dren arrive, the majority drop out of 
active nursing. Of those who remain, 
however, many report that, in the hos- 
pital setting, they are not challenged 
to express their ideas about patient care 
or nursing service management or made 
to feel they have an important part in 
the total hospital enterprise. As a result, 
the majority leave to enter public health 
nursing or some other more challenging 
field. Too few of the married graduates 
of collegiate schools return to the hos- 
pital setting after their children reach 
school age. Of nurses now enrolled in 
master’s and doctoral programs in nurs- 
ing, the majority are preparing either 
for teaching in schools of nursing or 
for administration or supervision in the 
public health nursing field. Inequalities 
in preparation of nursing education and 
nursing service personnel who must work 
together in the same setting result in 
dilemmas for both groups. Frequently 
relationships between them deteriorate, 
and both patient care and student edu- 
cation suffer as a result. 

In many university centers, it is being 
proposed that the faculty of the school 
of nursing, as in years past, accept 
responsibility for nursing care as well 
as for student education, and in a few 
university settings this plan is being 
tried out. However, most nursing school 
faculty members are carrying unusually 
heavy teaching responsibilities brought 
about by an ever-increasing number of 
students. They are also struggling to 
improve their own preparation in clini- 
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cal nursing areas and in nursing re- 
search. To be responsible for nursing 
care of seriousiy ill patients on a 24- 
hour day and 7-day week basis seems 
a formidable task, even though such an 
arrangement would undoubtedly be of 
value in increasing their competence in 
patient care and in teaching. An alterna- 
tive solution would be for teaching hos- 
pitals to require of their administrative 
and supervisory nursing personnel edu- 
cational preparation in keeping with the 
responsibilities they are expected to 
carry and comparable to that of nursing 
school faculty members. This would re- 
quire master’s degree preparation for 
head nurses and supervisors, and post- 
masters to doctoral preparation for di- 
rectors of nursing service and their 
assistants. With such preparation it 
would be a relatively simple matter for 
teachers and supervisory personnel to 
exchange positions at intervals and, in 
so doing, for the teacher to maintain 


direct contact with nursing practice and 
the supervisor to learn more about prob- 
lems relating to education of the next 
generation of nurses. 


PLANNING FOR THE FUTURE 

The quality of preparation of nurses 
who function in leadership positions, 
whether in nursing education or nursing 
service, is today being recognized as 
of supreme importance. It isn’t having 
a degree that matters, but what that 
degree signifies in the way of prepara- 
tion. For nurses who function as teachers 
or supervisors, the need for advanced 
preparation in a clinical nursing area, 
as well as in the functional area of 
teaching or supervision, is being stressed. 
Graduate programs are now preparing 
nurses in the broad areas of maternal- 
child nursing, medical-surgical nursing, 
psychiatric nursing or public health 
nursing. In addition to the need for 
teachers and supervisors with broad 


VoL. 36, AUGUST, 1961 


preparation in one of these areas, it 
is being recognized that there is a need 
for nurses with extensive preparation 
in fields such as cancer nursing, cardio- 
vascular nursing, and neurological nurs- 
ing, as well as for research in these 
and other specialized clinical areas. In 
the past, nurses with special clinical 
preparation have been used to some ex- 
tent by public health nursing agencies. 
Hospitals, however, have seldom made 
a place for them. The highly expert 
clinical nurse, with freedom to move 
freely from one part of the hospital to 
another and to plan her own time, could 
do much to help nurses with lesser prep- 
aration give expert nursing care. She 
could also function as a real colleague 
to physicians. When indicated, she could 
follow patients from the hospital setting 
into out-patient and community settings 
and could work with nurses and physi- 
cians in these settings in assuring con- 
tinuity of nursing care. She could func- 
tion in nursing education programs as 
the highly expert teacher. 

Although public health nurses are at 
present better prepared than nurses who 
function in hospital settings, it is being 
recognized that, for the future, public 
health nurses, too, will need broader 
preparation. In a recent article, Dr. 
David Rutstein, Professor and Head of 
the Department of Preventive Medicine 
of Harvard Medical School, points out 
that the number of physicians now being 
prepared for general practice is inade- 
quate (5). Though he believes the best 
solution would be to increase the number 
of general practitioners he suggests, as 
an alternate solution, the upgrading of 
the public health nurse. He believes that 
her present training might be buttressed 
with education in the basic sciences and 
social service and that it could include 
principles of midwifery, use of simple 
drugs, and techniques of minor surgical 
procedures. He feels that upgrading the 
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public health nurses might help to res- 
cue the nursing profession from its pres- 
ent plight; that, as routine nursing 
duties are increasingly assumed by prac- 
tical nurses or aides, the college-educated 
nurse might be elevated to true profes- 
sional status. Although Dr. Rutstein sug- 
gests that the upgrading process be 
focused primarily on the public health 
nurse, nurses concerned with hospital 
nursing care feel that the upgrading 
process is as important for the hospital 
as for the public health nursing field. 

In summarizing the previous discus- 
sion it seems to the writers that two 
types of broadly prepared nurses are 
needed; one type would have broad gen- 
eral preparation beyond the basic col- 
legiate level in caring for patients of 
varying age groups with a variety of 
disease conditions and, in addition, would 
be prepared to administer and super- 
vise large and complex nursing services 
which employ nursing personnel trained 
at varying levels. This person would be 
responsible for creating a living envi- 
ronment which is therapeutic for pa- 
tients. She would be expected to under- 
stand not only needs of patients of 
varying ages and socio-economic back- 
grounds, but also the needs of nursing 
personnel under her direction. She would 
know a great deal about human motiva- 
tion and about how people learn, and 
would be able to recognize the abilities 
and potential of each worker, regardless 
of his educational level. She would be 
able to plan a teaching program which 
would help each worker to maximize 
his own contribution. She would under- 
stand the plan of medical care for each 
patient and would know how to work 
with physicians and others in imple- 
menting the plan. She would have an 
understanding of community resources 
for patient care and knowledge of how 
to work with various community agencies 
in assuring continuity of care. 
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The second type of expert nurse would 
be the clinical specialist who would be 
deeply trained in a particular area and 
would participate in patient care, teach- 
ing, and research. This person, however, 
would be relieved of supervisory and 
administrative functions and would be 
free to move from place to place to 
act as a consultant to nursing personne! 
with lesser preparation than she. 

Where are these two kinds of expert 
nurses to be prepared, and how will 
physicians, nurses, and other health per- 
sonnel learn to function in the way that 
has been described—that of true profes- 
sional colleagues? It seems logical to 
suggest that university medical centers 
with great teaching hospitals and out- 
standing professional schools of medi- 
cine, nursing, and allied disciplines are 
in an ideal position to promote this 
kind of learning. It is here that the 
student physician and nursing student 
are receiving their basic professional 
education. In addition to acquiring the 
knowledge and skills essential to be- 
coming a competent doctor or nurse, 
the medical and nursing students are 
also developing concepts concerning one 
another which are crucial to their future 
professional relationships. If understand- 
ing and acceptance of a truly collabora- 
tive relationship between doctor and 
nurse are seen to be an important out- 
come of educational programs in medi- 
cine and nursing, it is essential that 
situations be created in which this rela- 
tionship can be learned and practiced. 
The medical center and the other agen- 
cies with which it is associated must 
deliberately create the kind of learning 
climate in which medical and nursing 
students can see interdisciplinary plan- 
ning for patient care practiced by their 
teachers and by the service personnel 
in the hospitals, clinics, and public 
health agencies which are used as learn- 
ing fields. More opportunities should be 
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provided for medical and nursing stu- 
dents to share classroom instruction, 
clinical conferences, patient rounds, joint 
referral of patients to health agencies, 
and to attend meetings with the many 
other health disciplines which share in 
total patient care. 

To completely fulfill its educational 
function, the university medical center 
must also provide for continuing educa- 
tion of medical and nursing practitioners 
—particularly those who have left the 
large teaching center to practice in 
smaller urban and rural areas. Refresher 
should be planned jointly by 
medical and nursing personnel in the 
teaching centers, and the practicing doc- 
tor and nurse urged to return peri- 
odically to the setting in which they 
had their initial preparation. Such ex- 
periences wou!d not only help them keep 
abreast of new knowledge in their re- 
spective fields, but would also strengthen 
the collaborative roles which began to 


courses 


be developed during their professional 
training. Of even greater consequence 
would be the upgrading of patient care 


in the and health 
agencies. 

Our great teaching hospitals and dis- 
tinguished professional schools must 
work together to create medical centers 
which will become the center of educa- 


tion for all who serve the health needs 


smaller hospitals 
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of people. Medicine and nursing must 
provide the creative leadership which can 
bring health care to the high level of 
which we all dream. 

The challenges for both are exciting. 
The destiny of both is at stake. 
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The Integration of Psychiatric and Psychoanalytic 


Training at Tulane: 
A Ten Year Overview: 1950—1960 


ROBERT G. HEATH, M.D.,* RUSSELL R. MONROE, M.D.,t 
and HAROLD I. LIEF, M.D.t 
Department of Psychiatry and Neurology, Tulane University School of Medicine, 
New Orleans, Louisiana 


An experimental program in medical 
education in which psychoanalytic train- 
ing has been completely integrated with 
the psychiatric residency has been in 
progress for 10 years (1950-1960) at 
Tulane University School of Medicine. 
Training of this type is unique; no other 
teaching center is set up to carry out 
completely integrated training in psy- 
chiatry and psychoanalysis simultane- 
ously. It was the belief of the authors 
that the theories of psychoanalysis could 
contribute considerably to the field of 
psychiatry and that the scientific devel- 
opment of psychoanalysis could proceed 
more effectively in the university set- 
ting. Accordingly, an experimental pro- 
gram was initiated at Tulane. Because 
of the nature of the material, an evalu- 
ation of the program cannot be precise. 
We shall, however, incorporate as much 
objective data as are available in this 
preliminary report describing and evalu- 
ating the program. The program is an 
ongoing experiment. A more complete 
evaluation will be possible after a longer 
passage of time. 

Many medical educators have noted 
with approval the incorporation of psy- 
choanalytic data and theory into the 
psychiatric residency training (23). 
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However, similar incorporation of actual 
psychoanalytic training with the usual 
residency program is more controversial. 
G.A.P. Report #31, “Trends and Issues 
in Psychiatric Residency Programs,” 
published in March, 1955, summed up 
this problem as follows: 

There is a definite trend toward the 
assimilation of psychoanalytic training into 
the psychiatric residency programs. This 
trend has created new problems for both 
the residents and the psychiatric edu- 
cators. The committee notes with concern 
that the value of alternative possibilities 
of independent concurrent or integrated 
psychiatric and psychoanalytic training 
still rests on inadequately supported per- 
sonal opinion. Because of this, there is a 
need for objective, critical examination of 
what different teachers teach in their var- 
ious settings, the basic assumptions under- 
lying their teaching, and the effect of their 
teaching on the learner. Regardless of in- 
stitutional setting, a dispassionate investi- 
gative attitude is urgently needed. (6) 

Despite this, as well as other pleas 
for a dispassionate investigation of al- 
ternative methods of training in psycho- 
analysis (2, 15, 16, 23), we know of 
no significant new experimentation or 
change in the status quo of psycho- 
analytic training since this 1955 G.A.P. 
Report was written. Thus, separate psy- 
choanalytic institutes, apart from estab- 
lished educational centers, remain the 
usual site of psychoanalytic training. 
Concomitant training is the next most 
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popular system, In such a program the 
residents are allowed time off to under- 
take psychoanalytic training at institutes 
which sometimes are as distant as 1,000 
or 1,500 miles (6). A third system, tried 
and abandoned, involved a joint selection 
system for residents in Chicago hospitals 
and for psychoanalytic training at the 
Chicago Psychoanalytic Institute (3). 
Since the Tulane program is the only one 
of its kind, we consider it important to 
present developments in the program 
during its first 10 years and indicate, 
where possible, those features which are 
good, bad, or problematical. 


SETTING AND HISTORICAL BACKGROUND 
- The locale and history of the program 
are important considerations. New 
Orleans is a cosmopolitan community 
with a population growth from approxi- 
mately 600,000 to 900,000 during this 
10-year period. It is a large medical 
center, with two medical schools, Tulane 
University School of Medicine and Lou- 
isiana State University School of Medi- 
cine. Prior to 1949, Tulane did not have 
a separate department of psychiatry. The 
department of the Louisiana State Uni- 
versity School of Medicine was reorgan- 
ized and expanded in 1951. In 1949 the 
roster of the Parish (County) Medical 
Society listed 24 practicing neuropsy- 
chiatrists and two psychoanalysts in the 
New Orleans area. In the preceding 
year (1948) a psychoanalytic study 
group had been formed under the aus- 
pices of the Washington Psychoanalytic 
Institute. 

The lack of a strong local psycho- 
analytic hierarchy in 1950 made it easier 
to experiment with a teaching program 
which would have been considered heretic 
in many areas of the country. Many 
members of the faculty of the Tulane 
University School of Medicine were 
familiar with psychoanalytic principles 
and problems, and they, as well as the 
University administrators, gave strong 
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support to the program. During the 10- 
year period from 1950 io 1960 the num- 
ber of psychiatrists in New Orleans 
increased to 78, a threefold increase com- 
pared with the national twofold aver- 
age, and the number of psychoanalysts 
increased to fourteen. There were, in 
addition, twenty psychiatrists (approxi- 
mate figure) in various stages of psycho- 
analytic training. 

Psychoanalytic training, as it has 
evolved in the United States, is almost 
completely isolated from medical educa- 
tional facilities, although psychoanalysts 
have attempted to identify with the med- 
ical profession by requiring, since 1938, 
that their trainees have:M.D. degrees. 
However, psychoanalysis still has no 
official specialty (or sub-specialty) status 
in the sense of an American Specialtv 
Board. The American Psychoanalytic 
Association, a national professional so- 
ciety, not only has assumed the usual 
scientific functions as a forum for re- 
search and clinical reports, but also has 
established committees for “accrediting 
training institutes” and “certifving”’ 
graduates of these institutes as “spe- 
cialists” in an effort to raise and main- 
tain standards of psychoanalytic training 
(10). “Certifying,” as used here, is un- 
official, since it is not by a medical 
organization authorized to carry out this 
function. As far as we know, this as- 
sumption by a scientific society of the 
privileges and responsibilities usually 
delegated to medical specialty boards is 
unique in the field of medicine. A recent 
attempt to modify this procedure by 
making psychoanalysis a_ sub-specialty 
under the American Board of Psychiatry 
and Neurology has been -rejected, at 
least temporarily, by the American Psvy- 
choanalytic Association and The Acad- 
emy of Psychoanalysis, the two national 
psychoanalytic associations. The former 
organization rejected it because of the 
fear that it might bring psychoanalytic 
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training under the domination of medical 
schools and medical boards; the latter 
organization rejected it because of the 
fear that accreditation might be domi- 
nated by the American Psychoanalytic 
Association. 

There have been recent historical re- 
views and critiques on the separation of 
psychoanalytic and psychiatric training 
(9, 17, 21). The separation, in part, was 
due to the rejection by the academic 
psychiatrists of Freud’s theories and ob- 
servations, a rejection which lasted in 
most places until World War II. This 
attitude, in turn, made the psycho- 
analysts turn their backs on university 
training centers. However, Freud did not 
feel there was any basic incompatibility 
between psychoanalysis and psychiatry 
as indicated in his statement: 


Have you observed anything in the na- 
ture contradiction between the two 
(psychiatry and psychoanalysis)? ... Is 
not the rather a supplement to the 
other? You will admit that there is 
nothing essentially in the work of psychi- 
atry which would oppose psychoanalytic 
research Psychoanalysis stands to 
psychiatry more or less as histology does 
to anatomy; in the outer forms of 
organs are studied; in the other, the con- 
struction of these out of the tissues and 
constituent elements. It is not easy to con- 
ceive of any contradiction between these 
two fields of study in which the work of 
the one is continued in the other ... and, 
presumably, at a not too distant date, we 
shall have perceived that there can be no 
psychiatry which is scientifically radical 
without a full knowledge of the deep-seated 
unconscious processes in mental life. (5) 


of a 
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Since World War II, psychiatric edu- 
cators have realized the important con- 
tribution that psychoanalysis can make 
to the education of the resident in psy- 
chiatry. In 1946, Rado pointed out that 
any curriculum in psychiatry should cen- 
ter around the study of psychodynamics, 
which represents the organized body of 
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psychoanalytic findings, complemented by 
the results obtained through other meth- 
ods of research (17). In these terms, 
psychoanalysis is’ no sub-specialty of 
psychiatry, but an integral part of 
psychiatry itself, providing a body of 
knowledge that was the most complete 
collection of observations on human moti- 
vation. Psychodynamics, as a theory (for- 
mulated principally from data gathered 
with the psychoanalytic technique but 
also from data collected by other meth- 
ods), whatever its shortcomings, is the 
most elaborate and consistent framework 
for understanding human behavior. Psy- 
choanalysis, as a technique, is not only 
therapeutic (in selected instances), but 
a basic research tool for the introspec- 
tive investigation of human behavior. It 
is not surprising, then, that the psycho- 
analytic institutes for a long time 
provided the only opportunity for a con- 
scientious psychiatrist to obtain com- 
petent instruction in psychodynamics and 
psychotherapy. Another contribution 
psychoanalytic training made beyond the 
usual psychiatric residency training pro- 
gram was the emphasis on individual 
supervision and personal psychoanalysis. 
However, the separation of psycho- 
analysis and psychiatric training has 
often led to divided loyalties, so that 
frequently a commitment either to or- 
ganic psychiatry, on the one hand, or to 
psychodynamic psychiatry, on the other 
hand, has resulted. In 1948, Rado sug- 
gested that this separation of psycho- 
analytic institutes from medical schools 
was proving harmful to both sides. He 
urged that psychoanalytic training be 
included in the usual residency program, 
along with the broader clinical experi- 
ence commonly provided in the hospital 
and clinic setting (16). When the De- 
partment of Psychiatry and Neurology 
was established at Tulane University 
School of Medicine in 1949, under the 
chairmanship of the senior author, such 
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an integrated program was proposed and 
was accepted by the Dean and the Ex- 
ecutive Faculty of the School of Medicine. 

An attempt was made to establish the 
program in cooperation with established 
institutes and the American Psycho- 
analytic Association. An impasse devel- 
oped immediately when the American 
Psychoanalytic Association insisted on 
determining the curriculum, approving 
faculty members, and screening appli- 
cants. The University considered these 
to be their proper functions, inasmuch 
as, in its view, the American Psycho- 
analytic Association had no official edu- 
cational status. It was decided, therefore, 
to establish such a program without the 
cooperation of existing psychoanalytic 
training facilities, and with the Univer- 
sity issuing a certificate in Psychoana- 
lytic Medicine to those candidates who 
satisfactorily completed their training. 
This decision led to the resignation of 
five psychoanalysts on the University’s 
clinical staff. These psychoanalysts, along 
with the president of the American Psy- 
choanalytic Association, then wrote to 
the Dean of the School of Medicine, and 
to the President of the University, sta- 
ting that the Department of Psychiatry 
was not maintaining adequate profes- 
sional standards. The Dean contacted the 
Council on Medical Education and Hos- 
pitals of the American Medical Associa- 
tion asking for an opinion regarding this 
matter. When informed that the Ameri- 
can Psychoanalytic Association had no 
official sanction for such statements, the 
Dean, in 1952, again with the approval 
of the Executive Faculty, reaffirmed the 
previous permission to establish such a 
program under the Division of Gradu- 
ate Medicine of the School of Medicine. 
Faculty members of the department who 
applied for membership in the American 
Psychoanalytic Association were denied 
membership, although they had been cer- 
tified as having satisfactorily completed 
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their psychoanalytic training by the psy- 
choanalytic institutes from which they 
had graduated and had been recom- 
mended for membership in the Associa- 
tion by the faculty of their training 
institutes. Under usual circumstances, 
these are the principal requirements for 
admission to membership in the Ameri- 
can Psychoanalytic Association. 

It was approximately at this time that 
the first. group of residents began ana- 
lytic training. With a staff of four full- 
time psychoanalysts, several part-time 
psychoanalysts who were to participate 
in the residency program but not in the 
psychoanalytic teaching, and five guest 
lecturers who were psychoanalysts of 
national repute, the program, based on 
the principle that psychoanalytic meth- 
ods and theory should be completely inte- 
grated into residency training, was ini- 
tiated. 

THE PROGRAM 

The principal exercises in the program 
will be given in summary form, illustrat- 
ing the manner in which courses, semi- 
nars, and supervisory methods of the psy- 
choanalytic institute curriculums have 
been incorporated into the residency pro- 
gram. (Table I is a listing of the princi- 
pal courses given in each year of our 
curriculum.) Our rationale for including 
the various teaching exercises is pre- 
sented. 

Course Work and Seminars 

Psychodynamics, based on psychoana- 
lytic theory, is one of the basic sciences 
of psychiatry; therefore, all residents 
receive an extensive didactic and seminar 
course in psychoanalytic theory. With 
this background, all residents are taught 
the indications, the contraindications, 
and the intricacies of various types of 
psychotherapy. Instruction their 
courses also is given by case seminars 
and didactic teaching. 

Since understanding the nature of 
dreams is most important in understand- 
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ing unconscious motivation, residents 
also receive a didactic course in dream 
interpretation. For good comprehension 
of psychoanalytic theory, one must see 
it in historical perspective; therefore, a 
seminar course in Freudian literature, 
and another dealing with other major 
contributors to psychoanalysis, are in- 
cluded as prerequisites for all trainees. 
In addition, because of the recent con- 
tributions of psychoanalysis to the social 
sciences and vice versa, the curriculum 
includes seminars in the social sciences. 
Although there is an emphasis on the 
above educational sequence, because of 
the lack of such teaching in the usual 
residency programs, it is realized that 
dynamic psychiatry is only part of the 
educational background required of psy- 
chiatric residents. Therefore, review 
courses in neuroanatomy, neurophysiol- 
ogy, and biochemistry are given, as well 
as courses in classical descriptive psychi- 
atry, somatic therapy, and psychology. 


Personal Psychotherapy 

With major emphasis on introspective 
techniques, the need for self-understand- 
ing or increased self-awareness is essen- 
tial for an understanding of patients’ 
motivations. All residents are therefore 
encouraged to seek psychoanalytic ther- 
apy, or at least psychotherapy, for them- 
selves. 

Supervision 

All residents receive at least 2 hours 
a week of individual supervision and 4 
hours a week of group supervision in 
the form of case presentations or con- 
tinuous case seminars. Despite the theo- 
retical advances in the past 50 years, it 
is realized that much of psychiatry re- 
mains an art which can be learned only 
through such an apprenticeship arrange- 
ment. 


Supervised Experience in the 
Psychoanalytic Technique 
After 1 or 2 years of such training, 


TABLE 1 
PRINCIPAL COURSES IN CURRICULUM 


First YEAR 

Course 
Faculty Case Presentation 
Child Psychiatry Case Seminar 
Neurochemistry Seminar 
Psychodynamics 
Psychology for Psychiatrists 
Case Demonstrations 
Individual Supervision of Case Work 
Introductory Techniques of 

Psychotherapy 
Rorschach Technique 
Literature Seminar 
Intramural Psychiatry 
Neurophysiology 
Electroencephalography 
Neuroanatomy 
Neurology Staff Conference 
Hospital Outpatient Clinics 


Seconp YEAR 

Course 

Faculty Case Presentation 

Child Psychiatry Case Seminar 

Neurochemistry Seminar 

Advanced Psychodynamics 

Advanced Psychology for Psychiatrists 

Intake Conference (Adult) 

Individual Supervision of Case Work 

Advanced Techniques of Psychotherapy 
(Dream Interpretation) 

Reconstructive (i.e., Psychoanalytic) 
Conference-Elective 

Reparative (i.e., Brief Psychotherapy) 
Conference 

Freud’s Writing—Theory and 
Technique 

Forensic Psychiatry 

Neurology Staff Conference 

Hospital Outpatient Clinics 


THirp YEAR 
Course 
Faculty Case Presentation 
Child Psychiatry Case Seminar 
Neurochemistry Seminar 
Concepts of Personality Organization 
Psychology Tutoral (Elective) 
Intake Conference (Adult) 
Supervision of Child Therapy 
Psychodynamic Development in 
Children 
Reconstructive (i.e., Psychoanalytic) 
Conference-Elective 
Reparative (i.e., Brief Psychotherapy) 
Conference 
Intake Conference (Child) 
Literature Seminar (Child Psychiatry) 
Common Psychiatric Conditions in 
Children 
Neurology Staff Conference 
Hospital Consultation Service 


Hours 


36 


72 
48 


15 


15 
36 
72 
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the resident who has been in personal 
psychoanalytic therapy for a minimum 
of 6 months, and who has demonstrated 
competence and understanding of the 
psychotherapeutic process in his clinical 
work, is allowed to take one patient in 
psychoanalytic therapy for a minimal 
trial period of 6 months. If approved by 
his psychoanalytic supervisors, he may 
continue with his psychoanalytic train- 
Clinical Training 

The theoretical seminars concerned 
with psychoanalytic medicine, briefly 
presented, are similar to those offered in 
psychoanalytic institutes and other post- 
graduate training centers. Other aspects 
of our training program are somewhat 
unique and therefore will be described 
in greater detail. The most unique aspect 
of this program is the emphasis placed 
on out-patient therapy and continuation 
training beyond the usual 3-year resi- 
dency program. The training in out- 
patient therapy begins after 14 months 
of residency. 

a.) In-patient service—tThe first 14 
training months are devoted largely to 
the understanding and treatment of psy- 
chotic disorders. The resident spends the 
major part of his time with psychiatric 
in-patients. At this level, out-patient ex- 
perience is confined to seeing patients in 
the admitting room of the University 
teaching hospital and doing follow-up 
supportive psychotherapy with patients 
who were discharged from the Hospital 
in-service. The resident also rotates 
through the Neurology service for a 
period of 2 months. 

b.) Out-patient service—The adult 
and child out-patient clinics of the de- 
partment were established to provide ex- 


* The standards for completion of psycho- 
analytic training are those generally ac- 
cepted throughout the country (10). These 
are subject to modification if indicated by 
our experience. 
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perience in the practice of intensive 
psychotherapy. All patients are billed; 
the fees range from $.25 to $5.00 per 
session. Patients are seen on an appoint- 
ment from 1 to 5 times a week 
for periods from 3 months to 3 years. 
The residents are responsible for collect- 
ing the fees, which are turned over to 
the University. The patients come pre- 
dominantly from Classes II and III 
(8,12) and are screened carefully in an 
attempt to eliminate ambulatory schizo- 
phrenics (nevertheless, it is our experi- 
that a sufficient number of such 
patients are undetected in the screening 
process to give residents experience with 
this important group). This is done be- 
cause it is our impression that the chief 
training difficulty with most university 
out-patient clinics is the dearth of real 
neurotics. In the neurotic group, the 
behavioral disorder is largely the con- 
sequence of learning experience in the 
past life of the individual. It is not 
complicated by additional factors, as is 
the case 


basis 


ence 


with schizophrenics where un- 
explained, possibly metabolic, abnormal- 
ities alter brain fuviction. 

During eleven of the 22 months that 
the resident spends in the out-patient 
clinics, half of his time is devoted to the 
treatment of children and their families. 
These clinic services have been described 
elsewhere (11, 12, 14). 


Continuation Training 

In recognition of the fact that 3 years 
is hardly sufficient time to acquire more 
than a basic knowledege of psychiatry, 
the cornerstone of our integrated cur- 
riculum became the “Continuation Train- 
ing Program,” which provides for spe- 
cialized advanced training in one of the 
following fields: psychoanalysis, neurol- 
ogy, child psychiatry, biochemistry, and 
neurophysiology. Another significant as- 
pect of the training program is the uni 
fied viewpoint of the senior faculty; all 
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accept the fact that inspective or objec- 
tive techniques, on one hand, and the 
introspective or subjective methods of 
investigation, on the other, are com- 
pletely compatible—being different ways 
of looking at the same phenomena. It is 
stressed that the former may prove of 
greater value in some instances and the 
latter in other instances. However, both 
methods used concurrently are necessary 
for fully understanding human behavior. 
There is no hesitance in a case confer- 
ence on a schizophrenic patient to discuss 
possible biochemical and neurophysiolog- 
ical factors, as well as psychodynamic 
and social ones. This varied approach 
reflects the fact that, at the present time, 
twelve of the fifteen faculty members of 
professorial rank, who are psychoana- 
lysts or completing psychoanalytic train- 
ing, have another field of competence in 
the biological or social sciences. 


Modifications of the Program 


As one might expect in an experi- 
mental program, it has been necessary 
to modify some aspects of the program 
as requirements arose during the 10-year 
period. When the program was started, 
we were convinced that all residents 
should undergo psychoanalytic training 
as an integral part of their residency 
training. This conviction was derived 
from our concept that an understanding 
of psychodynamic theory was basic to 
an understanding of human behavior and 
that an adequate understanding of psy- 
chodynamic theory was possible only 
with complete psychoanalytic training. 
However, we soon realized that such an 
approach was impractical and unneces- 
sary. There were some highly talented 
trainees whose goals in entering the field 
were such that complete psychoanalytic 
training was unnecessary. In some in- 
stances, it was apparent that training in 
areas other than psychoanalysis should 
be stressed to enable the individual to 
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fulfill his aims and to develop his maxi- 
mal potential. For this reason, our origi- 
nal requirement that all residents 
complete psychoanalytic training was 
abandoned. 

When the program was initiated, it 
was our belief that we would be able to 
select candidates, through our screen- 
ing procedure, who would be satisfac- 
tory for psychoanalytic, as well as 
psychiatric, training. It soon became 
apparent that our screening procedure, 
which included a minimum of two ex- 
tensive personal interviews with senior 
faculty members and extensive psycho- 
logical testing, was not a satisfactory 
method for predicting which candidates 
would be suitable for psychiatric and/ 
or psychoanalytic training. The screen- 
ing procedure was successful only in 
identifying cases of extreme psycho- 
pathology. Our experience to date indi- 
cates that the best criterion for deter- 
mining the aptitude of the resident is 
to observe him in the program—i.e., on 
the wards and in the clinics—for a min- 
imum period of 1 year. Thus, all ap- 
pointments to our program are made on 
a 1-year basis. A similar principle was 
followed in determining the aptitude 
of a resident for continuation training 
and ultimate certification in psycho- 
analytic medicine. The resident inter- 
ested in becoming a psychoanalyst is 
assigned a patient to treat with the 
psychoanalytic method for a trial pe- 
riod of a minimum of 6 months. To be 
eligible for this assignment of a trial 
case, the resident is required to: 


1. Complete a minimum of 6 months 
of personal analysis; 


2. Obtain a recommendation from his 
analvst to the effect that he has evi- 
denced an adequate understanding of 
his own dynamics: 


3. Complete a minimum of 6 months 
of experience in the satisfactory con- 
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duct of less intensive psychotherapy 
with adult clinic patients; 

4. Obtain from the supervisors of his 
clinic cases a recommendation to the 
effect that he has an adequate under- 
standing of the nature of the psycho- 
therapeutic process. 

If the candidate’s performance is 
judged to be satisfactory during the 6- 
month trial period at psychoanalytic 
therapy, he is formally accepted into 
the reconstructive (psychoanalytic) pro- 
gram of the department. In each in- 
stance, the resident completes a mini- 
mum of 2 years of training in the de- 
partment before being accepted into the 
reconstructive program. 

The eligibility requirements which 
we established virtually eliminated the 
unrealistic magnification of status and 
prestige surrounding psychoanalysis, 
as well as the common sibling competi- 
tiveness among trainees to prove their 
worth by being accepted for psycho- 
analytic training. A number of trainees 
in the program, having treated a pa- 
tient in psychoanalysis for the 6-month 
trial period, decided that this treatment 
method, in their opinion, did not war- 
rant the extensive training required to 
become proficient and therefore discon- 
tinued psychoanalytic training. On the 
other hand, all trainees who elected to 
continue psychoanalytic training at the 
end of the 6-month trial period now 
have completed, or are satisfactorily 
completing, training for certification in 
psychoanalytic medicine. 

The subsequent performance in train- 
ing of candidates selected by the pro- 
cedure described indicates that it is an 
effective screening process. Of the nine 
candidates who applied and ultimately 
were accepted for psychoanalytic train- 
ing in other institutions, four also were 
acceptable for training in the Tulane 
program. All four have continued to 
perform satisfactorily during their sub- 
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sequent institute training and either 
have completed their training or are 
near completion. Three of the remain- 
ing five whom we considered unaccept- 
able for training on the basis of poor 
performance during the trial 6-month 
period with an assigned case, have dis- 
continued training in the institutes which 
accepted them. Thus, in only two in- 
stances did we predict inaccurately in 
determining that a trainee would be a 
poor candidate for psychoanalytic train- 
ing. In one additional instance, a man 
whom we considered to be an excellent 
candidate for psychoanalytic training 
was dropped from the training institute 
of his choice. He returned to our program 
for psychoanalytic training. It is .our 
impression, on the basis of his perform- 
ance, that our original prediction was 
correct. Two men who entered the Tn- 
lane psychoanalytic program later chose 
to discontinue training. Both were in- 
terested primarily in research rather 
than certification in psychoanalytic 
medicine. 
RESULTS 

The evaluation of a training program 
is difficult, inasmuch as no accurate 
instrument is available to employ in 
such an appraisal. Several indicators 
have been selected in our attempt to 
evaluate the program. We have exten- 
sively appraised the professional activ- 
ities of our graduates. Other criteria 
for evaluation included the opinions of 
faculty members of the School of Medi- 
cine, the community response to the 
program, and the response of the med- 
ical student body. 

Activities of graduates.—During the 
10-year period (1950-1960) 100 trainees 
registered for the psychiatry residency 
program in the Department of Psychi- 
atry and Neurology of Tulane Univer- 
sity School cf Medicine. Twenty-seven 
currently are in the basic 3-year resi- 
dency training program. Sixty-two resi- 
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dents have completed psychiatric train- 
ing in the program, six shifted to other 
training programs, and five discontin- 
ued psychiatric training (Table 2). 

It is noteworthy that 48 of the 62 
residents undertook psychoanalysis de- 
spite the fact that this was not a re- 
quirement but only a recommendation 
of the training program. An additional 
seven received a less intensive form of 
psychotherapy. Thus, only seven of the 
62 residents completed their psychiatric 
training without some type of personal 
therapy (Table 3). 

Of the 62 graduates of our basic resi- 
dency training program, only 29 applied 
for psychoanalytic training (Table 4). 
This is in marked contrast to the figures 
of the Potter-Klein survey which showed 
that everyone of the 65 residents polled 
in a community where psychoanalytic 
training was available wanted such 
training (15). Our figures may indicate 
that, when the resident is offered a 
psychodynamic orientation plus inten- 
sive individual supervision, and is en- 
couraged to enter personal psychother- 
apy as an adjunct to training, fewer 
will seek formal psychoanalytic training. 

The percentage of residents in our 
program desiring psychoanalytic train- 
ing has dropped significantly in the last 
few years. During the last 2 years of 
this survey (1958-1960), only 20 per cent 
of the residents applied for psychoana- 
lytic training. During the first 8 years 
of the program, 56 per cent or more of 
the resident groups requested psycho- 
analytic training, and during 1 year 
100 per cent entered into continuation 
training. Whether this trend is peculiar 
to our program, or a national trend, we 
cannot determine. It is possible that 
this is a reflection of as yet undeter- 
mined factors such as the selection of 
candidates. 

Popularity of psychoanalysis as com- 
pared with other continuation training 


TABLE 2 
TOTAL REGISTRANTS FOR TULANE 
PSYCHIATRIC RESIDENCY PROGRAM 
1950-1960 


Number 
Completed training 62 
Shifted training 
Discontinued training 
Currently in training 


Total registrants: 


TABLE 3 
PERSONAL THERAPY DURING 
Basic RESIDENCY TRAINING PROGRAM 
Number 
Psychoanalysis 18 
Psychotherapy 
No therapy 


Total graduates: 


TABLE 4 
PSYCHOANALYTIC TRAINING FOLLOWING 
COMPLETION OF BASIC RESIDENCY 
TRAINING PROGRAM 

Number 
Graduates of Tulane psychoanalytic 
program 
Graduates of other psychoanalytic 
programs 
Graduates who entered, but dis- 
continued psychoanalytic training 
Graduates who did not enter 
psychoanalytic training 33 
Total graduates 62 
* Of the five graduates who discontinued 
psychoanalytic training, two entered the 
Tulane Psychoanalytic Program, and three 
entered other psychoanalytic programs. 


programs.—Several continuation pro- 
grams, which provide for additional 
training in a specialized aspect of hu- 
man behavior, are offered in the depart- 
ment. These have been listed before. 
The psychoanalytic program has at- 
tracted the majority of trainees. In the 
group of 62 residents who completed 
basic psychiatric training during the 
10-year period, 29 continued in (and 
24 completed) psychoanalytic training. 
Nineteen sought training in other Tu- 
lane continuation programs: four in 
neurology, three in child psychiatry, 
eleven in research, and one in psychi- 
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TABLE 5 
“CONTINUATION TRAINING” 
(OTHER THAN PSYCHOANALYTIC) 
FOLLOWING COMPLETION OF BASIC 
RESIDENCY TRAINING PROGRAM 


Number 
Research 11 
Neurology 4 
Child Psychiatry 3 
Psychiatric administration l 
Total: 19 


atric administration (Table 5). In view 
of community needs, the small number 
of residents who elected child psychi- 
atry training was disappointing. Dur- 
ing the 3 years of basic training, each 
resident had rotated through our chil- 
dren’s program (14). Similarly, each 
resident received training in neurology. 
These figures, which compare interest 
in one or another continuation pro- 
gram, may reflect a trend which has 
ended. Within the last year a much 
higher percentage of residents are 
electing continuation programs in child 
psychiatry and neurology. This new 
trend has coincided with the reorgani- 
zation of our child psychiatry program 
and the addition of new faculty mem- 
bers in both child psychiatry and neu- 
rolozgy. The certification of our pro- 
gram by the Specialty Board in Child 
Psychiatry may also be contributing to 
this recent trend. Although no conclu- 
sions can be drawn at this time, it 
seems apparent that the orientation, 
competence, and enthusiasm of the 
teaching faculty are major factors to 
he considered in evaluating this trend. 

On the basis of the 1960 graduates 
of our program and those in training 
at the present time, this trend away 
from an exclusive interest in psycho- 
analytic training seems to be even more 
definite. Several presently are training 
to become child pnsvchiatrists while 
others are continuing in training in 
neurology, hospital psychiatry, or dis- 
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playing a predominant interest in 
research. In some instances, the con- 
tinuation psychoanalytic training is 
combined with the training in these 
related areas. As long as all residents 
have intensive exposure to psychody- 
namics, as well as individual super- 
vision in prolonged psychotherapy, we 
feel that such a trend is healthy and 
more appropriate to community needs. 

Research activities —Eighteen train- 
ees actively participated in research 
projects during their residency years 
despite a heavy didactic and clinical 
load. Sixteen have engaged actively in 
research following completion of their 
training. Four others have taken posi- 
tions as full-time research psychia- 
trists; this is a relatively large contri- 
bution when one considers the smal! 
number of research psychiatrists in the 
country. The continuing research in- 
terest of the graduates undoubtedly 
reflects the emphasis placed on re- 
search in the Department (Table 6). 

Graduates of the training program 
have developed interests in addition to 
those outlined in Table 6. For example, 
three have pursued special! training in 
treatment of alcoholics, several others 
in group psychotherapy, two in adoles- 
cent delinquency, and two in legal 
psychiatry. 

Professional activities of qraduates.— 
The demand for psvchiatrists in this 
community has continued. The new 
graduate entering private practice has 
been able to earn $20,000 to $30,000 
during his first vear. Fight of our 62 
graduates entered full-time private 
practice; twenty of the 62 are in part- 
time private practice (Table 7). The 
broad range of treatment methods em- 
ployed by the graduates in private 
practice is of interest. Our graduates 
do not fall into either the “directive 
organic” caterory or the “analvtic- 
psychodynamic” category, as defined bv 
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Maciver and Redlich (13). Instead, 
they merge the two approaches. Treat- 
ment emphasis is on interpersonal ther- 
apy, or psychotherapy, i.e., achieving 
an understanding of the patient in 
psychodynamic terms. In conjunction 
with psychotherapy, any somatic thera- 
pies which can be of value in treatment. 
including the administration of psycho- 
pharmacological agents and electro 
shock treatments, are employed. They 
also work with patients in the hospital 
and visit the home when indicated. 

Despite the monetary rewards of 
private practice, thirteen graduates 
have continued in hospital psychiatry, 
and nineteen graduates are salaried 
teachers (fourteen in the Tulane De- 
partment and five elsewhere) (Table 7). 
Although this program has been in 
operation for only 19 years, two grad- 
uates have been appointed chairmen of 
departments of psychiatry in major 
medical schools, and one graduate is an 
Assistant Dean. The large percentage 
of graduates who elected to work in 
public hospitals probably is due, in 
part, to the active collaboration which 
exists between the Tulane department 
and the Louisiana State Department of 
Hospitals. The university conducts 
training programs in a number of the 
state facilities. 

Some comparisons with training pro- 
grams of psychoanalytic institutes.— 
Recently, a survey of training programs 
of the psychoanalytic institutes affil- 
iated with the American Psychoanalytic 
Association was published (10). The 
data compiled in the survey have been 
useful to us in evaluating our program. 

A review of our experience indicates 
that twenty graduates of our basic 3- 
year psychiatric program entered into 
psychoanalytic training at Tulane; two 
later discontinued training. Of the nine 
who sought psychoanalytic training in 
institutes (six in New Orleans and 


TABLE 6 
RESEARCH ACTIVITIES DURING AND 
FOLLOWING BASIC RESIDENCY TRAINING 
PROGRAM 
Number 
Active participation during training 18 
Part-time research upon completion 
of training 4 
Full-time research upon completion 
of training 


TABLE 7 
PROFESSIONAL ACTIVITIES OF THE GRADUATES 
OF THE TULANE PSYCHIATRIC RESIDENCY 
PROGRAM 
Number 
Private practice only 8 
Private practice with clinical 
teaching 15 
Private practice with minimal 
community activities 
Full-time salaried teaching 
-art-time salaried teaching 
Gratis clinical teaching 
Full-time public hospital psychiatry 
Part-time public hospital psychiatry 3 
Community clinics 1] 


three in other cities), three later dis- 
continued. During the initial years of 
our program, trainees frequently sought 
psychoanalytic training elsewhere. There 
has been no demand for outside training 
in recent years. It thus would appear 
that, even though psychoanalytic train- 
ing historically has been conducted in the 
institutes and that the accompanying 
membership in the American Psycho- 
analytic Association is thought to carry 
considerable status, the university pro- 
gram has proved to be more than equally 
attractive to our trainees and has become 
progressively more attractive as our pro- 
gram has continued. 

A review of our experience in rela- 
tion to institute training points up the 
relationship between the interests of the 
analyst and the preferences of the 
trainee. An often voiced criticism of 
psychoanalytic therapy is that the trainee 
is “brain washed” and left in bondage 
with his analyst. We found this to be 
only partly true. It, obviously, depends 
to a large extent upon the degree to 
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which a psychoanalyst allows his per- 
sonal attitudes to intrude into the treat- 
ment setting. Several analysts shifted 
their allegiance from the Tulane pro- 
gram to established institutes during the 
course of the 10 years. Our data show 
that, if the analysand of one of the 
analysts had completed his therapy be- 
fore selecting psychoanalytic training, 
he acted independently in his choice. If 
the analysand was still in therapy, how- 
ever, he shifted his allegiance with his 
analyst. 

The age of the graduate at comple- 
tion of training in the University pro- 
gram is lower than that of the graduate 
of the independent psychoanalytic in- 
stitute. The average age at which our 
graduates completed training was 35.0, 
whereas the average age of the insti- 
tute graduate was 39.3 years (10). 

The integrated university program is 
much less costly to the trainee as com- 
pared with the cost of institute train- 


ing. In the Tulane program, the only 
cost to the trainee is for his personal 
analysis, and all psychoanalysts in the 


program have voluntarily agreed to 
keep the fees for the trainee low. In 
addition, a loan fund has been estab- 
lished in the University to help trainees 
finance their personal analysis. These 
funds are paid back gradually, and 
without interest, after the resident has 
completed training. In contrast, the 
average cost for institute training is 
estimated to be $19,200 (10). It is our 
impression that this high cost of train- 
ing forces many of the institute train- 
ees into full-time private practice. 
The percentage of our graduates pur- 
suing research and teaching activities 
was much higher than that of the in- 
stitutes. In appraising the research and 
teaching activities of our trainees, we 
noted that, of the nine who sought 
psychoanalytic training elsewhere, 
three discontinued all activities except 
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private practice, whereas all the Tu- 
lane psychoanalytic trainees have con- 
tinued their teaching and _ research 
activities without interruption. 
Community response.—Community re- 
sponse to a project of this sort is diffi- 
cult to evaluate objectively. There is a 
large demand for admission to the 
Clinic from the principal social agen- 
cies. Such intangible indicators of the 
Clinic’s value to the community are 
supported by a number of indirect ob- 
servations which strongly suggest that 
this experiment in medical education is 
proving successful. An appraisal of the 
low drop-out rate and a review of the 
patient make-up of the Psychiatric Res- 
ident Clinic of the Department are re- 
vealing in this regard (12). In our 
Clinic, the drop-out rate is only 6 per 
cent, as compared with an average 50 
per cent drop-out rate in similar uni- 
versity clinics, surveyed by Rosenthal 
and Frank (19). The majority of pa- 
tients selected for the Tulane Clinic 
fall into Class II and Class III of Hol- 
lingshead’s and Redlich’s “index of 
social position” (8), and have a high 
level of education. Forty-nine per cent 
of the patient population of the Clinic 
completed or are registered for 
graduate school; 13 per cent were col- 
lege graduates; 20 per cent have had 
some college education. These data con- 
cerning drop-out rate and “social posi- 
tion” of the patients suggest that the 
Clinic has served a worth-while func- 
tion and has been well accepted 
throughout the university and in the 
community at large. In considering dif- 
ferences between the Tulane Clinic and 
similar clinics, the integrated psycho- 
analytic training is one variable and, 
we think, an important one, although 
this would be difficult to prove, since 
there are other differences between our 
Clinic and those surveyed in the Rosen- 
thal and Frank report (19). In our 
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opinion, having this superior type of 
clinic population is of the greatest im- 
portance in training in 
psychotherapy.” 


“intensive 


Medical faculty response.—Here, too, 
a direct measurement of medical fac- 
ulty the program is not 
possible. We are dependent upon indi- 
rect indicators. At no time has there been 
adverse criticism from those faculty 
groups of the university responsible 
for the over-all educational policies of 
the School. The Committee on Graduate 
Medicine and the Curriculum Commit- 
tee have wholeheartedly supported this 
experiment. All recommendations by 
the faculty of the department for cer- 
tification of trainees in psychoanalytic 
medicine have been approved without 
question. The Division of Graduate 
Medicine has been particularly tolerant 
when special considerations were re- 
quested because of the unique nature 
of this program in comparison to the 
more conventional graduate programs 
in the School of Medicine. Above all, 
the often voiced fears of the more con- 
servative psychoanalysts to the effect 
that medical educators would interfere 
and thereby somehow dilute or “water 
down” the psychoanalytic program and 
weaken the “movement” have not ma- 
terialized. In the course of the 10 years 
that this program has been in opera- 
tion, there has been increasing accept- 
ance of the psychoanalytic approach as 
a scientific method in clinical medicine. 
Interdepartmental conferences in which 
psychoanalytic data are included as a 
part of the medical work-up have in- 
creased in frequency. 


response to 


DISCUSSION 
Role of the analyst in the integrated 
program.—In the medical school setting 
and, particularly, with a new program, 
it was inevitable that the faculty mem- 
ber would assume a variety of roles— 
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analyst, teacher, administrator. It was 
emphasized in the literature that psy- 
choanalytic treatment is complicated by 
the analyst’s functioning in a dual role. 
Recently, there has been increasing 
evidence of the importance of relating 
personal psychoanalysis to current re- 
alities, particularly if it is to constitute 
a successful treatment method (1, 18). 
Evidence is accumulating to show that 
the more orthodox psychoanalytic tech- 
niques, with the analyst acting some- 
what as a blank is of lesser 
therapeutic value. Our experiences sug- 
gest that frequently the resident who 
seeks an analyst who is only peripher- 
ally active in the program is uncon- 
sciously motivated to do so as a defense 
against looking into his own pathology. 
The analysis thus may become a method 
for perpetuating the analysand’s neu- 
rotic or maladaptive behavioral pat- 
terns. In a program where the analyst 
is more cognizant of his patient’s daily 
performance and particularly, in this 
context, his neurotic acting-out, the 
therapeutic analysis progresses more 
rapidly. Even though the potentials for 
more effective therapy are present in 
this setting, so, too, are opportunities 
for the development of complications. 
We have effectively minimized compli- 
cations which develop from this situa- 
tion. It is imperative that the chairman 
of the department, who has ultimate 
administrative authority, not analyze 
residents based in facilities which he 
directly administers. On one occasion 
when such a treatment relationship 
was attempted, we found that it need- 
lessly complicated the transference re- 
lationship. As our program evolved and 
the staff became sufficiently large, it 
was possible to arrange the program 
so that the analyst was rarely in an 
administrative role with his analysand. 
Inevitably, however, there were times 
when an analyst functioned as teacher 
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of his analysand in lectures and con- 
ferences. This did not prove to be a 
serious incapacitating factor insofar as 
the role of teacher in our program does 
not usually include giving examinations 
and awarding grades. We found it de- 
sirable to clearly delineate the role of 
the analyst at the start of therapy, ad- 
vising the analysand that his analyst 
would not take part in administrative 
decisions regarding his training. Be- 
cause the decisive factor in the accept- 
ance of a candidate for psychoanalytic 
training was his conduct of the case 
assigned during the 6-month trial pe- 
riod, it was the candidate’s case super- 
visor who was primarily responsible for 
the decision—thus making it unneces- 
sary for the analyst to play a primary 
role in the selection. In this arrange- 
ment, the analyst’s contribution was 
limited to a statement as to whether or 
not the candidate possessed an adequate 
ability to introspect. The analyst did 
not take part in the decision regarding 
acceptance of the analysand for psycho- 
analytic training, and this tended to 
enhance the therapeutic role of the 
analyst (a point recently emphasized 
by Szasz [20]). 

Revisions resulting from experiences. 
—During the short period when com- 
plete psychoanalytic training was a 
requisite for all trainees, they often 
used the fact that they were coerced to 
enter personal treatment as a form of 
resistance in the treatment situation. 
When the complete psychoanalytic 
training with personal analysis was 
changed from a program requirement 
to a recommendation, nearly all the 
residents still entered into personal 
therapy; but this form of resistance 
was eliminated. No criteria have been 
established as to the length of psycho- 
analysis for our trainees. Despite this, 
the length of analysis has proved to be 
in the same range—i.e., 300-700 hours 
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—as that for trainees in psychoanalytic 
institutes. 

We currently are designing a re 
search study aimed at determining the 
benefits which the relatively healthy 
trainee would obtain from personal 
therapy. As a corollary to this study, 
we will investigate the possibility of 
shortening personal analysis. 

In all the continuation programs 
offered by the department there has 
been a gradual shift in emphasis over 
the last 10 years from didactic courses 
to seminar, reading, and discussion 
groups. This is a deliberate attempt to 
pattern the teaching more along lines 
of other graduate programs of the uni- 
versity. The student in continuation 
training assumes much of the initiative 
and responsibility in organizing and 
conducting advanced seminars, with 
faculty members available as resource 
persons. All advanced trainees can par- 
ticipate, to varying degrees, in the con- 
tinuation program in psychoanalytic 
medicine. A unique aspect of our pro- 
gram has been to encourage selected 
trainees who are pursuing continuation 
training in research to undertake the 
treatment of one or two patients with 
the psychoanalytic methods. We rea- 
soned that utilization of the technique 
of reported introspection would be a 
valuable supplement to other research 
methods. Three trainees followed such 
a plan; all now are in full-time teach- 
ing and research positions. No one who 
has taken part in this modified pro- 
gram, integrating research with expe- 
rience in some aspects of psychoana- 
lytic medicine, has discarded research 
for clinical psychoanalytic practice. 

Faculty responses to the integrated 
program.—The psychoanalytically train- 
ed faculty members in our own program 
have responded to the evolution of 
this program in interesting and varied 
ways. At the time the program was 
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initiated, all the psychoanalysts on the 
faculty approved, in principle, the idea 
of moving the teaching of psychoanaly- 
sis into the psychiatric residency pro- 
gram. Conflicts later developed within 
the teaching faculty concerning the ex- 
tent to which this integration should be 
carried. This occurred when criticism 
of this idea began to be expressed by 
the authorities of the American Psycho- 
analytic Association whose established 
policy was that, to win approval, all 
psychoanalytic training should be con- 
ducted in their affiliated institutes. 
Conflicting opinions of psychoanalysts 
outside the program contributed to this 
dissension. 

When the decision was made to pro- 
ceed with the fully integrated program 
despite severe criticism by the Ameri- 
can Psychoanalytic Association, five 
psvchoanalysts immediately resigned 
from the faculty. Considerable feeling 
was associated with this development. 
One member of this group was very 
much in conflict concerning his resig- 
nation. Although there was consider- 
able pressure from the local psycho- 
analytie study group, of which he was 
a co-founder, approximately 1 vear later 
he requested reappointment to the fac- 
ulty, and this was approved by the Com- 
mittee on Personnel and the Executive 
Faculty of the School of Medicine. One 
psychoanalyst who remained in his posi- 
tion as a full-time faculty member after 
this episode expressed increasing doubt 
about his role in the program. He be- 
lieved that his security and interests 
were more with the conventional psycho- 
analytic program than with medical edu- 
eation. Continuing his primary role as 
a medical educator became increasingly 
difficult, and he ultimately submitted his 
resignation in order to devote himself 
to private practice and the local psycho- 
analytic institute training program. 

The attitude of the authors, all psy- 
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choanalytically trained, has undergone 
interesting changes. As stated earlier, 
all initially received the institute type 
of training. They, therefore, considered 
psychoanalysis as the major feature in 
the training program. Experience modi- 
fied their position. Recognition of the 
over-all community needs for psychi- 
atric service, the need for evolving 
more effective therapeutic techniques 
in the treatment of behavioral dis- 
orders, and the need for a more thor- 
ough and comprehensive investigation 
of the nature of the psychotheraneutic 
process have been the principal fea- 
tures responsible for this change in 
attitude. They, however, have never 
lost sight of the importance of psycho- 
analysis as a research technique and 
as a primary source of psychological 
information. 

In the last few vears, several grad- 
uates who had received their psycho- 
analytic training in the program were 
added to the faculty of the department: 
others, who had received their psycho- 
analytic training in institutes, have 
entered the program fully cognizant of 
the orientation of our program. Con- 
flicting views within the faculty con- 
cerning the place of psychoanalytic 
training have now been eliminated. 
This change in faculty attitude is re- 
flected in the conflict-free attitude of 
the trainees. 

Changing concepts of the relationship 
of psychoanalysis to psychiatry resulting 
from this program.—From our experi- 
ence and from comments in the litera- 
ture (15), it is apparent that the desire 
for training in psychoanalysis among 
psychiatrie residents is far out of pro- 
portion to social needs, particularly 
when one considers the shortage of 
psychiatric educators, administrators, 
hospital physicians, and research in- 
vestigators. Even if one rules out the 
economic limitations of psychoanalytic 
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therapy, as well as the time involved, 
our experience indicates that only 4 
per cent of 1,050 applicants to our out- 
patient clinic, coming almost entirely 
from classes II and III, were suitable 
subjects for treatment with the psycho- 
analytic method (11, 12). Despite the 
decreased interest in psychoanalytic 
training among our residents, when 
compared with the findings of Potter 
and Klein (15), a disproportionate in- 
terest in such training still remains. 
This is suggested by the following fig- 
ures: 29 of the 62 trainees who com- 
pleted basic psychiatric training in our 
program elected continuation training 
in psychoanalysis, whereas nineteen 
continued training in other fields (Ta- 
bles 4 and 5). Yet the trend suggesting 
diminished interest in exclusively psy- 
choanalytic training is apparent. This 
trend seems to be continuing; for ex- 
ample, at the present time there are 30 
trainees registered in our program. 
Of this group, only three currently are 
working toward formal certification in 
psychoanalytic medicine; four others 
are being considered for psychoanalytic 
training. Several are employing the 
psychoanalytic technique in their treat- 
ment of at least one patient. None of 
our current trainees intend to limit 
their practice to psychoanalysis, and 
none plan to enter training in psycho- 
analytic institutes. In our current group 
of trainees, there are as many planning 
to pursue extension training in the fields 
of child psychiatry, research, and neu- 
rology, as there are planning to enter 
psychoanalytic medicine; there are more 
planning to enter the fields of academic 
medicine and institutional psychiatry 
than are planning to enter the private 
practice of psychiatry. 

By providing a psychodynamic didactic 
program and assuring extensive super- 
vision of intensively treated patients of 
all residents, we have found that the 
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prestige and glamour of being a psycho- 
analyst are reduced. It is our impression 
that this recent trend, with fewer of 
our residents seeking advanced training 
in psychoanalysis and more electing con- 
tinuation training in other areas, is a 
result of de-emphasis by the faculty. 
Should this trend continue, psychoanal- 
ysis will, as Freud suggested, become 
the “histology” of psychiatry. Currently, 
on the basis of our experience, it is our 
impression that psychoanalysis has defi- 
nite but limited usefulness as a treat- 
ment method in psychiatry. On the other 
hand, it is a very effective technique for 
research, especially when employed in 
conjunction with other methods for stu- 
dying behavior. Similarly, it has proved 
valuable as a training method. Our ex- 
perience thus would indicate that the 


psychoanalytic technique will be of max- 
imal value as an adjunct in the training 
of future psychiatrists, and as a research 
technique. Its use, as a marketable item, 
by the practicing psychiatrist will be 


limited. Nevertheless, a thorough under- 
standing of psychodynamics constitutes 
a foundation for the understanding of 
all psychotherapies. The practicing psy- 
chiatrist who has gained this _ basic 
understanding through psychoanalytic 
training will be in a position to offer 
an eclectic psychotherapy and, thus, 
more effectively meet the community 
needs for psychiatric treatment. This 
trend, whereby psychoanalysis is becom- 
ing one of the integral basic methods 
contributing to our knowledge of human 
behavior, is nullifying the need to con- 
sider psychoanalysis as a distinct. sub- 
specialty of psychiatry. Such a consider- 
ation, in our opinion, only establishes 
an unwise precedent in giving one speci- 
fic psychiatric therapy an undeserved 
exalted status. 

On the basis of our experience, we 
believe that incorporation of psychoan- 
alytic training into the university cur- 
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riculum provides a setting where this 
type of training can make its maximal 
contribution. Psychoanalytic theories can 
be tested through the techniques of other 
disciplines. Other specialties can profit 
as well by the use of psychoanalytic 
techniques and concepts. Through prin- 
ciples of sound scientific methodology, 
that which is valid in psychoanalysis can 
be retained and that which is invalid 
can be discarded. In science there is no 
place for the defense of a faith. 


SUMMARY 


We have described an experiment in 
medical education in a university setting 
whereby psychoanalytic training is com- 
pletely integrated with residency train- 
ing in psychiatry. The difficulties en- 
countered in establishing such a program 
and the tentative results which have 
evolved during the 10 years of the ex- 
periment are presented. Data gathered 
thus far suggest that such a program 
is not only feasible, but that it may 
offer a number of advantages. It develops 
a broader base for the understanding 
of pathology of behavior, thereby pro- 
viding a foundation for the development 
of all psychotherapeutic techniques. (The 
value of psychoanalysis as a treatment 
has proved to be limited when evaluated 
in the context of over-all community 
needs in psychiatry.) The program also 
serves to increase the interest of resi- 
dents in research, teaching, hospital ad- 
ministration, and in diverse fields of 
human behavior. Psychoanalysis serves 
as a basic science, the knowledge of 
which enhances understanding of all 
areas of psychiatry. 
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Intermediary Magnification in the Study of Morphology 


ALFRED ANGRIST, M.D.* 
Department of Pathology, Albert Einstein College of Medicine, 
New York, New York 


INTRODUCTION 

Originally, anatomy and pathology de- 
pended entirely upon gross observation. 
With the introduction of histological 
staining techniques, the microscopic 
study of normal and diseased tissues 
first extended and then superseded gross 
examination. Greater magnification and 
higher resolution have been sought since. 
Magnification has been extended by 
better lenses and illumination techniques. 
and recently by the electron microscope. 

Much of the art of pathology is to 
be found in the application of gross ob- 
servation at the autopsy table and the 
surgical bench. Fewer pathologists today 
use the hand lens for obtaining a simple 
low-power magnification of gross mate- 
rial. Something is lost in this failure. 
The study of morbid anatomy should 
not be limited to the naked eye exami- 
nation and the sudden jump to magnifi- 
cations at the level of the light or the 
electron microscope. There exist informa- 
tive intermediary ranges of magnifica- 
tion. 

PRACTICAL APPLICATIONS 


For the student particularly there 
exists a gap, in his study of histology 
and pathology, between the naked eye 
examination and the present usual 
single-plane one-dimensional microscopic 
picture of the paraffin or frozen section. 


* Professor and Chairman, Department 
of Pathology. 


This intermediary range can be exploited 
further and should be stressed in our 
teaching and residency training pro- 
grams. Simple instrumentation now 
available brings these ranges readily 
into the realm of reality. The ordinary 
hand lens, simple or compound, is use- 
ful if good light is at hand for the 
examination of the surface and the cut 
plane of both fresh and fixed tissues. 
The ordinary flashlight with attached 
magnifier makes adequate light available 
with a single, fixed, focal length lens, 
and is useful for a low range of magnifi- 
cation. 

Recent developments in miniaturiza- 
tion in industry have given us an optical 
instrument! which utilizes an adequate 
cold light source (the standard fluores- 
cent 22-watt white circular light) with 
a built-in full 5-inch diameter achro- 
matic and aplanatic magnification system 
which, in the lower magnifications of 
2.5x and 3.5x is fully binocular. With 
the magnification of 2.5x the working 
distance is approximately 14 inches. The 
addition of an achromatic lens and a 
swing-in magnification-multiplier per- 
mits a four-magnification system, i.e., 
2.5xX, 5X, 3.5x, and 7X. The lens is 
so large as to accommodate both eyes, 
thus allowing complete mobility for the 
observer. It does not require fixation 

1The Macroscope manufactured by the 


Ednalite Research Corp., Peekskill, N. Y., 
U.S.A. 
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of each eye to a separate eye piece. The 
instrument allows both hands to be free 
for manipulation of the instrument and 
is ideal for final dissection and selec- 
tion of material for microscopic study 
at the surgical bench and in the autopsy 
room. As against the common single lens 
magnifier with its inherent disadvan- 
tages, the achromatic lens system in 
this instrument gives a clear, sharp, 
color-fringe-free image. The system is 
also aplanatic, yielding a flat field, espe- 
cially in the lower ranges, where surgi- 
cal manipulation with instruments may 
be desirable. A camera mount is also 
available for macrophotography, for the 
standard 35-mm. reflex camera. Also, a 
cold light-base illuminator is available 
for “underneath” lighting, with trans- 
lucent or transparent and thin 
sections of other materials. A U-V lamp 
can be substituted for the white light. 

Cutting fresh and fixed tissues in 
thin slabs permits their examination by 
incident or transmitted light, or both, 
and reveals a new dimension in depth. 

The low-power binocular stereoscopic 
microscope, with multiple par focal ob- 
jectives, yields a steplike sequence of 
increasing magnification. This has re- 
cently been extended by the development 
of such a microscope with a zoom ob- 
jective lens. The study of such thin sec- 
tions of tissue gives a meaningful and 
instructive stereoscopic picture in three 
dimensions. Such thin slices of fixed 
tissues can be preserved permanently 
in Mylar bag mounts for classroom 
use (2). 


tissues 


DISCUSSION 

In our concentration on the finer struc- 
ture of normal and abnormal tissue, 
careful gross examination of fresh and 
fixed tissue has been neglected. As a 
result, skill in the field of gross pathol- 
ogy is being lost by the dependence on 
microscopic slide preparations. The fro- 
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zen section is utilized extensively in 
the study and diagnosis of tissue and 
does yield an excellent opportunity for 
correlation of the over-all gross picture 
with the microscopic changes. For the 
study of fresh material at levels corre- 
sponding to the ordinary microscope, the 
episcope and the phase microscope are 
now available. 

The electron microscope represents the 
equivalent of the study of the plastids 
of the leaf; the ordinary microscope 
yields the image of the veins of the leaf 
of the tree; however, the equivalent of 
the whole tree and the forest, in proper 
relation and in toto, can only be en- 
compassed by the naked eye and lower 
magnifications. An understanding of the 
pathological process in summation is ob- 
tained by study with the naked eye 
and low intermediate ranges of magnifi- 
cation. This can be done with adequate 
lighting, with the use of the low-power 
stereoscopic instrumentation now avail- 
able. A better comprehension of the total 
biological aspects of disease follows. 


CONCLUSION 


Clinical correlation is often linked to 
the gross changes in diseases more char- 
acteristically than to the demonstrable 
microscopic findings. Additional meaning 
is added to higher magnification in pa- 
thology by its proper orientation to gross 
distortions, as revealed by the low-power 
intermediary three-dimensional image. 

The combination of the application of 
low-power, three-dimensional magnifica- 
tions, with good lighting and the utiliza- 
tion of thin slices of tissue, offers a 
unique opportunity to study structure 
and to depict the total biology of tissue 
response in disease. 

The utilization of low-power magnifi- 
cation in studies of unprocessed natural 
and fixed tissues, with or without stain- 
ing, places gross observations in its 
proper perspective in the study of dis- 
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eased tissue, and can help to restore 
the art of gross pathology to its due 
importance in pathology. Such studies 
help in the understanding of disease and 
improve clinical and pathological corre- 
lation. Students have found this range 
of magnification an exciting experience. 
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The Influence of Teaching and Research on Hospital 


Costs from the Viewpoint of a Medical Educator 


ROBERT L 


. BERG, M.D.+ 
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In any discussion of the cost of patient 
care, it has been customary to refer 
principally to the per diem cost of hospi- 
talization rather than to the ultimate 
cost of patient care to the community. 
There are many respects in which a high 
per diem cost may be associated with a 
lower ultimate cost in the community. 
For example, when the work-up of pa- 
tients is quick and efficient, the per diem 
cost is high because the details of the 
work are compressed into a shorter peri- 
od of time. When the work-up is slow 
and dilatory, the per diem cost is lower, 
but the ultimate cost is higher. With 
this general concept in mind a number 
of pertinent observations may be made. 

A special aspect of the problem re- 
lates to the care of indigent patients. 
There is increasing evidence that it costs 
more to care for indigent patients per 
day, in many general hospitals, than it 
costs to care for private patients. To 
some extent this may be owing to the 
fact that fewer indigent patients are 
admitted for rest cures or diagnostic 
work-ups than is true of semi-private 
or private patients. In many instances 
prolonged hospitalization is easier on 
private wards than on wards for the in- 
digent patients because private patients 
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have more adequate financial resources. 
Furthermore, the house staff does not 
have as much to say about the duration 
of hospitalization of private patients in 
many institutions. By and large the 
house staff is anxious to move patients 
rapidly. In our city it has been found 
that in private wards single males re- 
main in the hospital 2 or 3 days longer 
than single females. This is not true 
on wards for indigent patients. It is 
true that less expensive construction may 
be used in hospitals for indigent patients, 
but this is not generally mirrored in the 
per diem cost. Although the per diem 
may be high for a number of these rea- 
sons and others to be mentioned sub- 
sequently, the indigent patient gets much 
free professional medical care, and, be- 
cause it is received from house staff who 
are on salaries, it actually tends to in- 
crease the per diem cost without making 
it clear that the total medical cost to 
the community is very much lower. It 
should be pointed out in this connection 
that, in any general hospital where in- 
digent patients are cared for, the hos- 
pital is often not reimbursed at full cost 
by the welfare agencies involved. This 
will mean that extra charges must be 
loaded on the private patient bill so that 
what the private patient pays may be 
considerably in excess of what it costs 
to care for him, so that billings do not 
reveal the true situation. 

Reasons for higher per diem in teach- 
ing hospitals—Teaching hospitals often 
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have more indigent patients proportion- 
ately, and because the house officer is 
responsible in many instances for their 
admission it develops that such patients 
must be sicker and more complex before 
they are able to get into the hospital. 
They are more often incontinent, im- 
mobile, and unconscious. They are often 
bed-bound. They take more nurses (in 
our institution 15 per cent more nursing 
time). They require more social serv- 
ice (in our institution 4 times as much 
social service as do other patients). The 
house staff in teaching hospitals is often 
occupied with matters other than just 
patient care. In fact, the most desir- 
able internships have a strong focus on 
education, and often the time is spent in 
the teaching of medical students and 
nursing students, and they may spend 
months away from the established sched- 
ule on wards for special educational ex- 
perience. This results in the needs for 
a larger house staff for a given number 
of patients with an evident increase in 
However, these desirable intern- 
ships generally pay very small stipends 
which to some extent offset this addi- 
tional cost. 


cost. 


Most teaching hospitals feel it essen- 
tial to have the full spectrum of patient 
service, including a large emergency 
division, a large out-patient department, 
an active pediatric service, all of which 
are expensive services—particularly 
when the payment for services in the 
out-patient department and the emer- 
gency wards are by and large far below 
cost. In many communities the emer- 
gency ward of the large teaching hospi- 
tal represents a place where any trans- 
ient or indigent patient may receive 
attention, and in many instances there 
is no anticipation of paying any part of 
the bill. In our hospital about 50 per 
cent of bills are not collected. Further- 
more, teaching hospitals embark on new 
fields more rapidly than other institu- 


879 


tions and so add to the ancillary cost 
of hospital care. 

By and large more tests are done on 
all patients in teaching hospitals. It is 
not clear, however, whether these are 
made needlessly. It is my own opinion 
that in most community hospitals there 
is far too little use made of special tests 
for following the course of a patient’s 
illness. It is perfectly clear that re- 
search projects should be financed from 
other funds, and today it is not generally 
difficult to find such funds. However, 
ways have not been found in most uni- 
versity hospitals to reimburse the hos- 
pital for the extra cost of research 
activity, including the collection of 24- 
hour urines and like exercises. 

There is one situation in which the 
risk of doing tests unnecessarily is quite 
evident, and that is when a point of view 
exists that, because it is a teaching in- 
stitution, many tests need to be done just 
so that young physicians know what 
happens to a given test in a given dis- 
ease. From my point of view this is not 
a valid argument. I think it would be 
most instructive if residents sometime 
during the course of their training take 
part in a carefully planned clinical trial; 
but they are more likely to be misled 
by isolated pieces of information than 
enriched by it. 

In most teaching hospitals there is 
more wear and tear on the personnel 
generally, especially the head nurses on 
the ward services. There is more nurs- 
ing personnel needed for the sicker pa- 
tients, there are more students—both 
medical and nursing—about for more 
hours of the day, and the net result is 
that more personnel is needed to cope 
with it, in all likelihood. Furthermore, 
it is clear that different kinds of nurses 
are found in teaching hospitals than in 
community hospitals. In a recent study 
made at Strong Memorial Hospital it was 
found that, compared with other genera! 
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hospitals in the community, our nurses 
were on the average 10 years younger, 
more than twice as many were single, 
and the average duration of employment 
was only half that in the other hospitals. 
It was also apparent that they worked 
at this hospital for different reasons. 
They did not regard it as long-range 
employment or as a source of financial 
security but rather as an opportunity 
for advancing their knowledge of medi- 
cine, their clinical competence, and their 
opportunity for appropriate social con- 
tacts. 

There are evidently a number of such 
reasons why the per diem cost of hos- 
pitalization may be greater in a teach- 
ing hospital. Because of this not only 
has there been in the past a tendency to 
assume that patient care is more expen- 
sive under these circumstances, but there 
seems to have been even an unconscious 
implication that the ultimate cost to 
the community is greater. The natural 
result of such a belief is an effort to 
get the expenses back in line with those 
of other hospitals. There are many hos- 
pital administrators who regard a high 
per diem as an evidence for their admin- 
istrative incompetence, and it is not 
difficult under such circumstances for 
hostilities to develop toward those as- 
pects of the hospital costs connected 
with the educational program. Often 
under those circumstances such admin- 
istrators regard the teaching program 
as an evil and dangerous influence in 
his hospital. It is therefore important 
to recognize that, in spite of certain 
additional costs, the community benefits 
greatly, even in the strict dollars and 
cents terms. 

Ultimate costs are less in teaching hos- 
pitals—In many university hospitals, 
the length of hospitalization may be 
somewhat longer in the ward services. 
These statistics are misleading, how- 
ever, because it is the impression of 
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many clinicians that the patients differ 
in character in the two situations, and, 
as mentioned above, patients on the 
ward services are often sicker on the 
average. We badly need to develop tech- 
niques of evaluating the degree of ill- 
ness and intensity of patient care. When 
these have been developed satisfactorily 
! am confident that it will become clear 
that the same kind of patient stays in 
the hospital for a shorter period in a 
ward service than on a private service. 
I think this is owing primarily to the 
fact that the house staff wants a rapid 
turnover for their own interest, and, 
second, it is likely to be true because 
in a teaching hospital, as contrasted 
with the community hospital, the chief 
of service has a much more effective 
line of disciplinary control of the staff. 
This results in less unnecessary hospi- 
talization (though a higher per diem). 
When appropriate studies are made it 
seems certain that, in a community 
where professional members of the staff 
share appointments with a _ university 
hospital and with community hospitals, 
unnecessary hospitalization by the same 
doctor will be greater at the community 
hospital because of the issue of discipline 
alone. 

The ultimate costs are also lower in 
teaching hospitals, I believe, because the 
cost of professional care is at a much 
lower rate. In most teaching hospitals 
multiple consultations from special units 
are obtained at no cost to the institution 
itself, much of this care being provided 
by fellows and junior staff men who re- 
ceive their income from other sources. 
It is true that the cost of professional 
care provided by the house staff is gen- 
erally added to the Blue Cross cost, but 
the saving to the Blue Shield and the 
ultimate savings to the community are 
great. It is my opinion that the care 
of patients in a teaching hospital is 
likely to be more definitive with fewer 
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later admissions. It is probable that more 
attention is paid to the rehabilitation of 
patients and their being relocated in jobs 
or in situations where they can care 
for themselves. 

Although some drugs may be used in 
teaching hospitals that are not com- 
monly used in community hospitals, it 
is evident as Dr. Meyer has shown 
earlier today that in teaching hospitals 
fewer antibiotics are used and the net 
drug cost is less. Complicated surgical 
cases such as open heart surgery add 
greatly to the cost of operating the hos- 
pital on a per diem basis: but in teach- 
ing hospitals few of the members of the 
surgical team are paid any salary ex- 
cept the salary of an intern or resi- 
dent. If these cases were done under 
circumstances where all members of the 
surgical team receive ordinary surgical] 
stipends the cost would be very great 
indeed. It is also common in many teach- 
ing hospitals to pay the anesthesiologist, 
radiologist, and pathologist by salary. 
This cost is then included in the per 
diem, but again there is much saving 
to the Blue Shield program or to the 
patient when charged individual fees. 

Ultimate costs higher due to teaching 
hospitals.—There is a single situation 
that especially is involved under this 
heading. Some years ago in another uni- 
versity hospital I had the opportunity 
of making a study of some proposed 
increases in the stipend of house staff. 
We were interested in observing which 
members of the senior staff were in 
favor of increasing house officers’ sti- 
pends and which were not in favor of 
it. A surprising result was obtained in 
that those members of the professional 
staff who were making very large in- 
comes were on the whole against in- 
creasing interns’ stipends, whereas those 
members of the professional staff mak- 
ing modest incomes were enthusiastically 
in favor of increasing intern stipends. 
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At first glance this would seem to be 
quite contrary to expectations. My ex- 
planation for it is quite simple. I be- 
lieve that they felt guilty in charging 
such large fees, but that, in observing 
the impecunious resident or their young 
assistants, they could see how lack of 
income produced great difficulties. They 
could then project themselves into this 
role because of their own past expe- 
rience and justify their current high 
fees. This situation however, is one of 
the very few I can think of in which 
the ultimate cost to the community is 
higher in teaching hospitals. In com- 
munity hospitals the stipend to resident 
staff is often sufficiently sizable that 
the sense of being persecuted is not 
nearly so fully developed. 

The development of teaching hospi- 
tals in the future in regard to their 
costs is evident in some respects. Such 
hospitals must continue with a broad 
and generally complete spectrum of medi- 
cal services, and this is expensive. Such 
hospitals must continue to care for in- 
digent patients, and this expense, when 
calculated as per diem, will continue to 
be higher than that for other patients. 
If third parties provide payment for 
the costs of hospitalization for patients 
who in the past would be regarded as 
indigent and cared for on ward serv- 
ices, there may continue to be de- 
creasing numbers of patients for whom 
resident staff may have the major re- 
sponsibility. Great care must be taken 
to retain such a group of patients either 
by agreement with private physicians 
or by means of contractural arrange- 
ments with organizations whereby medi- 
cal care may be provided by resident 
staff with appropriate responsibility. It 
is also clear that it is morally indefensi- 
ble to charge private patients for the 
cost of indigent patients, and either vol- 
untary community agencies such as Com- 
munity Chest drives or government agen- 
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cies such as local welfare departments 
must assume the full cost of providing 
medical care for the indigent and the 
medically indigent. 

Because of inevitably higher cost on 
a per diem basis, teaching hospitals must 
beware of administrators who are melan- 
choly if their per diem is higher than 
that of community hospitals—for, in 
their anxiety to keep the per diem low, 
they may reject extensive services which 
are essential to the teaching program 
such as pediatric services, out-patient 
departments, and emergency wards; or, 
if they do not reject them outright, they 
may discourage development of such pro- 
grams where some of the most effective 
teaching can be done. Administrators 
must be found who not only organize 
well and run institutions economically 
but who are interested in the quality of 
care and of teaching and who are eager 
to experiment with new _ techniques. 
Furthermore, the clinical chiefs in hos- 


pitals must feel responsible for the econ- 
omy of the hospital, and this must be 
passed on to students and to the resi- 
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dent staff. Although it is my belief that 
the ultimate cost is lower than in other 
hospitals, even if it were higher one 
could defend the position that someone 
must pay for the costs of adequate pro- 
grams and someone must provide the 
opportunity for young physicians to as- 
sume responsibility stepwise, if they 
are to be safe practitioners in the 
community. 

Conclusion.—Although a number of 
reasons exist for the per diem cost of 
teaching hospitals to be higher than the 
per diem costs of the community hos- 
pitals, it is likely that the ultimate cost 
to the community of patient care in 
teaching hospitals or resulting from 
medical care in teaching hospitals is 
less than when care is provided in com- 
munity hospitals. There is need to docu- 
ment these differences and the reasons 
for it. There is a most pressing need 
for methods of evaluating the degree of 
illness in patients and the quality of 
medical care so that this lower ultimate 
cost to the community can be made clear 
to professional and lay people alike. 
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Each of you, I feel sure, has a preferred 
way of defining the term “university,” 
and I know that each of you has your 
own understanding of what are generally 
accepted functions of such a place. We 
all agree, I think, that a university is 
ideally a “community of scholars,” all 

‘ active in an atmosphere of intellectual 
excitement that inspires in these men 
and women the desire to exert to their 
utmost their talents and abilities, wheth- 
er these lie in the direction of teaching 
or in the direction of research and the 
quest for knowledge or both. 

We will agree, too. I believe, that such 
a university’s functions should include 
the preservation of knowledge through 
its libraries, archives, and museums; the 
transmission of knowledge from teacher 
to student in the classrooms and lab- 
oratories; the creation or extension of 
knowledge through basic and applied re- 
search at various levels: and 


service to 
its community through a combination of 
these other functions, or perhaps in spe- 
cial ways. 

However, I feel that there is much 
confusion at the present time about the 
proper relationship of these 
in an American university. 
the optimum relationships can be most 
difficult, since a university is indeed a 
complex institution of higher intellectual 
activity and learning. At once, it must 
educate youth and prepare them for 
meaningful roles as scholars, scientists, 
and men of public affairs; it must pro- 
vide an atmosphere that encourages the 
further explorations of scholars 
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entists into new and challenging areas: 
and it must serve the general public in 
any way appropriate to the relationship 
of a scholar and scientist to the com- 
munity and society as a whole. 

Several months ago, I found occasion 
to comment on some aspects of integrity 
concerning our institutions of higher 
learning. At that time, I ventured the 
opinion that integrity is the indispens- 
able element of greatness, that without 
integrity no educational institution, no 
matter how large or how wealthy, can 
ever hope to achieve greatness. In my 
remarks on integrity and on some of the 
threats to the integrity of our colleges 
and universities today, I referred to the 
distortions in higher education that are 
often the outgrowth of overemphasis on 
the role of research, especially research 
sponsored by groups, organizations, or 
individuals with no direct responsibility 
for education, in the over-all functions 
of a university, 

Because research has achieved a place 
of such importance in the nation’s medi- 
cal schools, and especially in their budg- 
ets, I thought it might be appropriate 
if I devoted many of my remarks here 
to some further comments on the role of 
research in our universities. 

For a number of years at Tulane Uni- 
versity, I was directly concerned in vari- 
ous studies related to my administrative 
functions as to what place research 
should have at that moderately sized, 
privately-supported university, which in- 
cludes, as you know, an excellent medical 
school with a substantial research budg- 
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et. I was privileged, also, to serve with 
the Bayne-Jones Consultant Group ap- 
pointed by Secretary Folsom and later 
with the consultants, under the chair- 
manship of Mr. Frank Bane, who re- 
ported to the Surgeon General, Dr. Leroy 
Burney. For the past year, I have given 
considerable thought to the emphasis 
that should be given to research at Wash- 
ington and Lee University, a relatively 
small, privately supported institution 
whose activities are carried on largely 
at the undergraduate level. There is no 
medical school, but there is an excellent 
faculty, and there are scientific programs 
which include an emphasis on premedical 
preparation. Through these associations 
I have reached preliminary conclusions 
about the relationship of the research 
function of a university to the other 
generally accepted functions of an insti- 
tution of higher learning. 

At an institution of the size and or- 
ganization of Washington and Lee, I 
have had an opportunity to observe 
closely the advantages of clear and ex- 
plicit emphasis on teaching. Perhaps | 
may be accused of believing that the 
grass on my side of the fence always 
is greener. However, if I speak in part 
from bias—and I do not believe thet 1 
do—lI still have the responsibility to say 
here what I think. Let me make it clear, 
further, that I am not negatively criti- 
‘al of research, or the researcher, nor do 
I intend to criticize the excellent re- 
search work that is being accomplished 
on our campuses or through direct as- 
sociation with our universities. I hope 
merely to raise some questions which 
will deal not with the intrinsic value of 
investigative study but with ways in 
which’ a university may achieve the 
greatest value from its research activity, 
with minimum disservice to its other 
important functions. 

During the past 20 years, and at an 
accelerating pace in each of those years, 
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research, most of it sponsored or sup- 
ported from nonuniversity sources, has 
rushed to a position of preeminence on 
many campuses. Because many univer- 
sities do possess great wealth in terms 
of the ability of their faculties and tal- 
ents and in terms of their laboratories, 
libraries, and equipment, government 
and industry have turned more and more 
to the universities for help in the many 
and varied researcl: projects spawned by 
today’s technology and science. The proj- 
ects are often urged, either subtly or 
overtly, upon the schools by government 
or industry; but most schools actively 
seek such relationships with outside 
agencies. Great sums of money are fre 
quently involved in the awarding of 
research grants and contracts. 

All of this has tended to make research 
the prestige function of many univer- 
sities. It also has tended to make th« 
man engaged in research a more pres 
tigious figure on the campus than the 
man who transmits knowledge to young 
men and women in the classrooms and 
laboratories. All too often, it sometimes 
seems, the basic function of teaching and 
learning for education’s sake is subordin- 
ated to the function of learning for 
learning’s sake, or, perhaps, learning for 
government or industry’s sake. In short, 
perhaps an important purpose of a true 
university is being neglected. I some- 
times wonder whether it may not be the 
most important purpose. 

Of course, there is always the argu- 
ment that the prestigious scholar or sci- 
entist can lift the academic or intellec- 
tual level of a university merely by his 
presence there. Maybe so, but I doubt 
that it has the effect some say it does. 
The undergraduate, who is just starting 
on an academic career and is perhaps 
never more susceptible to enlightened in- 
fluence, derives little benefit from in- 
frequent glimpses of a research scholar 
who devotes virtually all his energy and 
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trme exclusively to research and study 
—rarely, if ever, finding occasion to talk 
with young people and answer their 
questions. 

When such men are a part of a uni- 
versity community, they can exert tre- 
mendous influences for good among stu- 
dents and faculty alike; but the influence 
can usually be important only if their 
research activities can be made mean- 
ingful to these others. If the research 
work is conducted at a level so far re- 
moved from or advanced beyond the 
undergraduate level of comprehension, 
then there can be little direct benefit to 
students or to the immediate transmis- 
sion of knowledge. 

The nuclear physicist of international 
fame, engaged in research which em- 
ploys the latest, high-powered accelera- 
tor, certainly is applying principles that 
the student should know and understand; 
but the chances are that his greatest 


efforts are far above the student’s ability 


to comprehend and appreciate. Students 
who hold graduate fellowships and re- 
search assistantships often become little 
more than clerks or errand boys in these 
exciting projects, and they learn little 
in relation to the time spent. In the 
case of those faculty members who are 
supposed to pursue research and teach, 
I have observed a tendency in many to 
devote more time and attention to re- 
search and less to teaching. When a man 
is swept up in the excitement of an im- 
minent new development in his research, 
or if he is concerned about a lack of 
progress in his investigation, he must 
indeed be a dedicated teacher if he does 
not tend to shift the emphasis of his 
labors more in favor of the research. 
He will have less time to devote to an- 
swering students’ questions, or to take 
part in the informal discussions between 
professor and student that can contrib- 
ute so much to the understanding of 
the young scholar. 
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In most universities, rank and file 
faculty members are expected to engage 
in research activity. In some instances, 
there are university funds available for 
financing worth-while faculty research 
interests; in others, faculty members are 
encouraged to seek outside support for 
their work. Where outside support is 
sought through a well planned, coordin- 
ated, properly administered university 
program, good results are expected; but 
often there is an absence of planning or 
coordination or decision, and much en- 
ergy is wasted—or much effort is dupli- 
cated—and projects are undertaken that 
shift the emphasis of a department or a 
school or perhaps a whole institution. 

Personally, I subscribe to the idea that 
faculty members should be encouraged 
to engage in scholarly pursuits beyond 
their normal preparations for teaching. 
Such activity reflects a highly desirable 
quality of alertness and progressiveness 
among teachers who are eager to keep 
abreast of or move ahead in their fields. 
I do not subscribe to the policy of “‘pub- 
lish or perish” that affects some uni- 
versities. A delicate balance between 
the teaching and research responsibili- 
ties of a professor and of a university 
must be maintained, or there will re- 
sult, I fear, emphasis upon research that 
lessens the effectiveness of the teacher. 

Is teaching less significant than re- 
search? I think not. 

Is there no way in which the two can 
be blended effectively so that all con- 
cerned—the student, the professor, the 
university, the outside sponsor—will 
benefit? I think there is. However, it 
will involve great integrity on the parts 
of the universities, their administrators, 
and their faculties; and it will involve 
some changes in the attitudes of govern- 
mental agencies and industry, especially 
the former, regarding the role of uni- 
versity-based research. 

In the simplest way I can say it, 
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universities perhaps will just have to 
balk at taking on increasing research 
loads for outside sponsors. Many of 
the assignments accepted by universi- 
ties could be just as effectively, perhaps 
more effectively, carried on in nonaca- 
demic laboratories and testing facilities. 
I mentioned earlier that often a uni- 
versity’s reason for accepting a project 
involves prestige as much as any other 
factor. Some university people may rea- 
son that, if they don’t take the job, some 
other school will—so why not get credit 
for it themselves. However, as all of us 
in college administration must have 
learned by now, the funds received for 
research very often do not cover the 
actual costs of the project in terms of 
indirect costs, such as salaries, overhead, 
clerical help, and so on. As a result, 
funds are diverted from instructional 
purposes, and the students—the develop- 
ment of whose minds should be an ulti- 
mate concern of a university—are the 
ones who suffer, rather than benefit, from 


the research project. 

Some universities appear to be eager 
to take on any and all research assign- 
ments, whether they are related to the 
primary objectives of the institution or 


not. Some accept grants that have such 
limitations attached to them by the spon- 
sor that they are virtually valueless in 
serving any objective of the university 
at all. Increasing numbers of sponsors 
contribute to colleges and universities 
without undue restrictions; but there are 
enough who continue to impose these 
burdens as to constitute cause for 
concern, 

As demanding as most universities 
are, and must be, for constantly increas- 
ing financial sustenance, it is difficult in- 
deed for administrators to turn down 
offered or available gifts and grants, 
even if they are of questionable ap- 
propriateness for their schools. Never- 
theless, I suggest that just that must 
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be done if we are to keep our integrity 
and if we are not to be unduly burdened 
with commitments that drain, rather 
than sustain. In each university, some 
one or some group must decide whether 
or not an offered or sought after project 
can best be done on that campus, whether 
or not that university’s personnel and 
facilities promise a degree of success 
greater, or at least equal to, any other 
possible arrangement, and whether or 
not the project can be assimilated into 
the university’s general policy on re- 
search and instruction. Unless these 
questions can be answered affirmatively, 
then the project would be better handled 
elsewhere, even at another university of 
different objectives—or often, I suggest, 
in an industrial, commercial, or govern- 
mental laboratory. 

Once the universities assert them- 
selves in this direction, there will be set 
in motion some economic forces that 
will tend to draw away from the cam- 
puses the top men of ability in research, 
especially in the sciences. Undoubtedly, 
some teachers would be affected. The 
universities must prepare to meet this 
challenge, for at whatever level campus 
research is conducted, it will still require 
the finest faculty minds available. There- 
fore, some pattern should be developed 
by the universities to assure that the 
economic attractions of governmenta! 
and industrial positions will not persuade 
scholars and scientists to desert the uni- 
versity classrooms and laboratories. We 
must find ways to meet the potential 
economic pressure, and, just as impor- 
tant, we must find ways to dignify the 
positions of our university teachers so 
that the prestige of the research spe- 
cialist will not be a disturbing element 
in the teachers’ attitudes toward their 
work. 

In our concern for economic well-being 
in preserving the research functions that 
are appropriate to the campus, we should 
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be careful to maintain the proper sup- 
port for instruction. I feel that many 
medical schools today should be able to 
work out their financial problems regard- 
ing instruction and training without 
having to rely on government or other 
outside assistance to the extent they do. 
Of course, any solution necessitates a 
rather sharp definition of what consti- 
tutes instruction and training. It per- 
haps should not include some of the hos- 
pital services and other public activities 
that some medical schools now conduct 
in the name of instruction and training. 

I agree wholeheartedly that virtually 
all such services are desirable if they can 
be offered without unduly handicapping 
teaching; but my personal experience 
along these lines indicates that a medi- 
cal school can become trapped in a situa- 
tion that leads to neglect of the students 
and overburdensome, routine tasks for 
the teacher. Unfortunately, the public 
and clients who receive the services often 
do not recognize or give any credit for 
the sacrifices made. Services should be 
performed in keeping with the measures 
of good citizenship and not at too bur- 
densome a sacrifice of the university, 
the faculty, and the students. 

Research, then, must continue to be a 
significant part of the university pat- 
tern; but its primary objectives should 
be the addition to learning and improve- 
ment of the professional competence of 
the faculty. Research should be under- 
taken according to the motivation and 
qualification of the investigator and the 
judgment of his colleagues, rather than 
the availability of a sponsor. 

College administrators and faculties 
should devise budgets and patterns of 
relationships between student and fa- 
culty scholar that will enable the pro- 
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fessor to engage in study and research 
which will be meaningful to him and his 
students alike. Necessarily, part of such 
research must be conducted on a train- 
ing level, because the investigator must 
remain aware of the limitations of his 
young colleagues who watch and assist 
in his progress. Measured in terms of 
research productivity, such a program 
may show little immediate tangible re- 
sults; but, measured in terms of a 
teacher who is interested in the develop- 
ment of young minds and the awakening 
within these minds their full potential, 
the results should be significant indeed. 

No one knows better than you in the 
medical profession that each day brings 
new advances in our science and tech- 
nology. There always will be frontiers 
of knowledge to be explored, and there 
always must be those who will investi- 
gate and record the new discoveries. 
However, these persons—these young 
men and women—will not assume these 
tasks automatically. They must be 
taught, prepared, and directed, in vary- 
ing degrees at various stages in their 
educational development. 

I suggest that a greater concern for 
our students, a greater personal interest 
in their introduction to research and 
the methodology, techniques, and tools of 
research—started at the undergraduate 
level and continued through graduate 
and professional school—will result in 
a significant advancement of the intel- 
lectual and scientific level of our coun- 
try. A greater emphasis on the teach- 
ing function by men of proved ability 
in the research function could conceiv- 
ably result in a growing number of 
young people who will go on to become 
teachers and scholars and_ research 
scientists themselves. 
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MCAT Scores and Continuation in Medical School 


SOL L. GARFIELD, Pu.D.,* AND MILTON WOLPIN, Pu.D.t 
Nebraska Psychiatric Institute, 


In a previous study (4), we found some 
relationship between certain psychologi- 
cal test scores and withdrawal from 
medical school. The study utilized the 
scores of six freshman classes at the 
University of Nebraska College of Medi- 
cine on the American Council on Edu- 
cation Psychological Examination. It was 
noted that the group of students which 
failed for academic reasons secured 
scores on both the Verbal and Quantita- 
tive Scales of that test which were sig- 
nificantly below the means of the classes 
studied. In other words, these academic 
failures were below average on both 
types of academic aptitudes measured 
by the test used. In contrast, a smaller 
group of individuals who withdrew from 
medical school because of “emotional or 
family problems” had a somewhat differ- 
ent pattern of test scores. In the case 
of these students, the linguistic scores 
did not differ from the mean scores for 
the classes as a whole, but the quantita- 
tive scores were below average. It was 
suggested that this latter pattern might 
reflect personal maladjustment or voca- 
tional misplacement. 

It was apparent in this previous study 
that a marked majority of students with- 
drawing from medical schoo] for either 
of the two reasons mentioned previously 
had scores on the Quantitative Scale 
which were below the median of their 
classes. It appeared, therefore, that test 
scores which reflect quantitative ability 
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may have value for indicating potential 
withdrawal from medical school. 

Since the problem of attracting quali- 
fied students to medical schools is of 
particular importance today (2, 3), the 
problem of the drop-out from medical 
school is of increased significance. If 
potential] drop-outs can be identified early 
and replaced by other students, the net 
result may be a slightly larger class of 
students who graduate from schools of 
medicine. Because of this, the results 
of our previous study encouraged us to 
investigate the problem of withdrawals 
from medical school further. Further- 
more, since some of the scales of the 
Medical College Admission Test (MCAT) 
appeared to measure the same types of 
abilities as those measured by the Ameri- 
can Council on Education Psychological 
Examination, we attempted a further 
study of withdrawal from medical school 
in relation to MCAT scores. 


THE PRESENT STUDY 


The present investigation is concerned 
with students who withdrew from eight 
entering freshman classes at the Uni- 
versity of Nebraska College of Medicine. 
A total of 53 students withdrew from 
the entering classes of 1951 through 
1958 inclusive. Of these 53 medical stu- 
dents, MCAT scores were available on 
51. These 51 students comprised the sub- 
jects of the present study. 

The mean MCAT scores for this group 
of students were computed, as were the 
means for each of the eight freshman 
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REASON FOR WITHDRAWAL 


TABLE 1 
MEAN MCAT Scores AND REASON FOR WITHDRAWAL 


MEAN MCAT scores 


N Vv S.D. Q. S.D. M.Soc. S.D Sei. S.D. 

Failure 27 460.56 104.11 479.07 95.27 477.59 99.73 439.07 109.15 
Emotional and family 

problems and/or 

poor standing 12 510.00 69.70 477.50 114.25 512.58 71.87 471.66 109.30 
Lack of interest 4 580.00 ........ 482.50 615.00... 420.00 
Transfer to 

another school 

(nonmedical) 3 525.00 501.67 531.67. 521.66 
Military service 1 365.00 535.00 ae. 515.00 505.00 
Deceased or injured 3 448.33 .. 491.67 
Lack of finances pe Y 455.00 : . 415.00 545.00 = 435.00 


Total: 


classes. As most of the readers of this 
journal know, the MCAT consists of 
four scales or subtests. These are the 
Verbal (V), Quantitative (Q), Modern 
Society (M. Soc.), and Science (Sci.) 
Seales. In terms of our previous re- 
search and that of others (2), the scores 
for each of these four subtests were 
analyzed separately. 


RESULTS 

In the group of 51 students who with- 
drew from medical school before com- 
pleting the program, 27 were classified 
as academic failures. An _ additional 
twelve withdrew because of emotional 
and family problems. The remaining sub- 
groups contained relatively few cases. 
The distribution of MCAT scores for 
these students is presented in Table 1. 


TABLE 2 


The mean scores and standard devia- 
tions for the various classes are pre- 
sented in Table 2. The scores of the 
dropouts were excluded from the com- 
putation of the class means. 

As can be noted in the first two tables, 
the “failure” group tends to have a 
mean score on all the subtests which is 
below the mean for any of the eight 
classes. This is perhaps most notable 
in the Quantitative and Science Scores. 
Since an analysis of variance of the 
eight classes for each of the four sep- 
arate subscales of the MCAT yielded a 
nonsignificant “F” ratio in each instance 
(See Table 3), the mean scores for the 
“failure” group were compared with the 
mean scores for all eight classes com- 
bined, utilizing the “t’” method. In this 
analysis the means were found to differ 


MEAN MCAT Scores ror EIGHT CLASSES 


Entering class N Vv Ss. D. 
1951 80 499.13 82.05 
1952 74 500.54 87.86 
1953 7 490.84 86.81 
1954 78 477.44 93.56 
1955 75 487.40 93.59 
1956 85 503.94 88.79 
1957 85 504.53 86.55 
1958 72 496.67 76.59 


All classes combined: 626 495.85 87.98 


Q 8. D. M. Soe S. D. Sci. S. D. 
536.25 76.54 508.38 88.83 517.25 61.18 
540.54 92.59 501.35 77.16 510.14 82.53 
517.08 85.60 484.61 88.84 493.96 78.70 
511.28 90.09 511.15 77.68 485.90 75.77 
519.40 85.54 500.73 87.84 473.40 89.96 
516.71 70.50 520.88 83.93 484.41 90.69 
502.18 76.39 503.82 80.24 497.12 86.92 
527.22 79.39 503.61 64.54 502.08 76.91 
520.95 82.49 504.58 82.09 495.45 81.89 
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Seale Source of variance Sum of squares 


Total 4847453.9 
Vv Within 4799428.6 
Between 48025.3 


Total 4259910.0 


Q Within 4221506.0 
Between 38404.0 


Total 4218292.1 
M. Soc. Within 4158475.5 
Between 60816.6 


Total 4198674.8 
Sci Within 4087182.8 
Between 11492.0 


significantly at least at the .05 level of 
confidence on all the scales except that 
of Modern Society. 

Besides the “failure” group, the only 
other group of moderate size is the one 
which withdrew because of emotional 
and family problems. As can be noted 
in Table 1, this group tends to obtain 
higher MCAT scores than the “failure” 
group on all but the Quantitative Scale. 
When the mean scores of this group are 
compared with the mean scores for all 
the classes combined, none of the differ- 
ences approach an acceptable level of 
significance by means of the “t’” test. 
Only the difference on the Quantitative 
Scale appeared to approach significance, 
with the other three clearly not sig- 
nificant. 

Since the MCAT means do vary from 
class to class (albeit non-significantly, as 
indicated by the analysis of variance) 
and the number of students who have 
withdrawn from medical school also 
varies each year,! the previous analysis 
utilizing class means and the “t”” method 
may tend to obscure some of the rela- 
tionships. As a consequence, it was 
deemed desirable to compare students 

1The number who withdrew each year 


from 1951 to 1958, respectively, were 3, 4, 
6, 4, 10, 8, 6, 10. 


TABLE 3 
ANALYSIS OF VARIANCE OF MCAT Scores For EIGHT CLASSES 
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df. Estimate of F Significance 
mean square level 


618 7766.07 1.14 NS 
7 6860.76 


618 6830.91 1.25 NS 
7 5486.29 


618 6728.92 1.29 NS 
8688.08 


618 6613.56 2.41 NS 
15927.43 


who withdrew from medical school in 
a given year with their own class. The 
MCAT scores of students who withdrew 
were dichotomized as falling either above 
or below the median for their own class. 
These were then grouped together to 
give the total number of withdrawers 
who were either above or below the 
median, when compared with their own 
class. A x? analysis was then done to 
see whether this distribution was signif- 
icantly different from a chance (50:50) 
distribution. As can be seen in Table 4, 
the “failures” differ significantly from 
the means of their own classes only on 
the Science Scale, whereas the other sub- 
group shows no significant differences. 
In other words, on the MCAT the 
group that withdraws because of emo- 
tional factors is not distinguishable from 
those students who continue in medical 
school. 

These results support only in part 
those secured by means of the “ft” 
method. Whereas the results with the 
Quantitative Scale are equivocal, the 
Science Scale appears to consistently dis- 
criminate the “failures.” However, al- 
though the Science Scale, and possibly 
the Quantitative Scale, may be of some 
value in discriminating potential cases 
of academic failure, they do not appear 
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TABLE 4 
DISTRIBUTION OF WITHDRAWERS IN RELATION TO THEIR OWN CLASS MEDIAN 


Above median 

Below median 
Failures x" 

Significance level 

Above median 


Emotional Below median 
problems x 


Significance level 
capable of discriminating those 
withdraw for emotional reasons. 


DISCUSSION 
The results secured in the present 
study support only in part the findings 
reported in our previous study (4). 
Whereas the academic failure group ap- 
pears to be below average, particularly 
on the Quantitative and Science Scales, 
the group which drops out for emotional 
reasons shows no statistically significant 
inferiority on any of the MCAT Scales. 
In the previous study, the latter group 
tended to have below average Quantita- 
tive scores on the American Council on 
Education Psychological Examination, 
but there was only a trend in the pres- 
ent results with the Quantitative Scale 
of the MCAT. Since the number of cases 
in these studies is relatively small, one 
must be cautious in drawing conclusions. 
However, on the basis of this and other 
studies (2), the Science Scale of the 
MCAT seems more reliable as a pre- 
dictor of academic failure than do the 
other scales. In addition, although the 


MCAT scaLes 
Q 


M. Soe 
10 9 

17 18 

1.81 

N.S. 

6 6 

6 6 

0 0 
N.S. N.S. N.S. 


results of the present study are equivo- 
cal, tests of quantitative ability still 
appear to merit consideration in a bat- 
tery of tests for applicants for medical 
school (4). Finally, it appears that other 
types of tests or techniques are needed 
to appraise those individuals who with- 
draw from medical school because of 
emotional or family problems. 
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A Simple Teaching Model Illustrating the Rotation 


of the Gut 
ANN ANDREW 


Department of Anatomy, University of the Witwatersrand 
Medical School, Johannesburg 


As teachers of embryology know full well, 
it is often difficult to ensure that stu- 
dents visualize in three dimensions the 
embryonic development of certain organs 


or systems. This problem engendered 
the conception of a working model, to 
demonstrate the rotation of the stomach 
and intestine in the course of a lecture 
to a class of some 200 students. 

The method of construction of the 
model, and guidance concerning its 
operation, are presented here for the 
benefit of those who may find this model 
a useful teaching aid. 

Materials.—The requirements are as 
follows: a blackboard easel; a board 
45 x 75 cm. (masonite was used for the 
original, but some material such as soft 
wood would more easily take drawing 
pins) ; 2.3 metres rubber tubing of 1-cm. 
diameter; 12 cup hooks of such a size 
that the rubber tubing fits snugly under 
them; 2.5 m. of fine, soft, white or light- 
colored, fairly transparent material, e.g., 
cotton net (nylon is too stiff) 105 cm. 
wide; two differently colored plastic 
clothes pegs; 40-cm. thin, brightly 
colored cord; 1000-gm. light-colored plas- 
ticine. 

Construction.—N ote: “right” and 
“left” in the ensuing description refer 
to anatomical right and left. The model 


is to be mounted on the board, and the 
latter firmly supported on the easel; for 
this purpose a wooden ledge bearing a 
groove 1.5 cm. deep along its upper 
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surface is made and securely fixed to 
the easel pegs, which must fit tightly 
into their sockets. The bottom edge of 
the board rests in the groove, which 
prevents it from slipping. 

Down the middle of the board a slit 
is made according to the sketch below 
(Chart 1). The edges of the slit must 
be sandpapered so that they are per- 
fectly smooth. The rubber tubing is 
arranged on the board as _ illustrated 
(Chart 1), and the positions for cup- 
hooks A-L marked. The hooks are 
screwed into the board, and a hole of 
about 3 mm. diameter is drilled at point 
M. The orientation of the hooks may be 
adjusted later when the model is oper- 
ated. A coat of paint with a matt finish, 
in a dull color which contrasts with the 
net, tubing, and plasticine (e.g., a medi- 
um brown), prevents the board from 
being marked by the greasy plasticine. 

Approximately 2.1 m. of the net is 
folded in half lengthwise and stitched 
parallel to the fold at a distance of 18-20 
mm. from it, from within 23 cm. of the 
upper end all the way to the other end 
(see left hand side of Chart 2). The 
two free edges on the opposite side of 
the strip are stitched together for about 
20 cm., starting 20 cm. from the top. 
A parallel row of stitching 18-20 mm. 
further in makes a slot open at both 
ends (see right side of Chart 2). 

Plasticine is used to mold the stomach 
around one end of the rubber tubing, 
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CHART 1.—Board on which model is to be 
mounted, showing slit down the center, and 
positions of hooks A-L. A scale is included 
to allow for the calculation of the positions 
of the hooks, wide parts of the slits, ete. 
Dotted lines indicate the position of the 
rubber tubing. 


leaving about 7 cm. of tubing free at 
the upper end. A bulge indicates the 
fundus. The stomach should be approxi- 
mately 16 cm. long. The tubing issuing 
from the lower end of the stomach is 
then threaded into the longer slot in 
the folded net from the upper end, so 
that the stomach and upper 5 cm. of the 
intestine are lying free between the two 
layers of net. The stomach is now 
oriented so that the fundus faces the 
shorter slot, and positioned so that the 
folded edge of the net is about 6 ecm. 
away from the border of the stomach. 
The two layers of net are stitched to- 
gether close to the edges of the stomach 
and upper 5 em. of the intestine, as il- 


CHART 2.—Folded net (mesentery) showing 
slots (long one on the left and short one 
on the right) made by stitching the two 
layers together. Stitching is represented by 
interrupted lines. 


lustrated in Chart 3. A triangle is cut 
out of the folded net in the upper duo- 
denal region (Chart 3). The fold is 
then slit from here to the top of the net. 
This part of the net represents the ven- 
tral mesogastrium, and has a cut edge. 
The two free edges of its lower border 
may be stitched together with a piece of 
colored wool, to represent the bile duct. 
The remainder of the net represents the 
dorsal mesogastrium, dorsal mesoduo- 
denum, mesentery, and mesocolon. If a 
gathering thread is now run through the 
upper edges of the net constituting the 
dorsal mesogastrium for about 8 ecm. 
from the upper pole of the stomach. 
then, when the lesser sac is made later, it 
will not gape open above (Chart 4). 
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CHART 3.—-Positioning the stomach in the 
mesogastrium. 


The free edges of the dorsal mesentery 
are passed through the slit in the board. 
Behind the board a 20-cm. length of 
rubber tubing is inserted into the slot 


made earlier at the cut edges—this 
serves to prevent the mesentery from 
being pulled right through to the front 
of the board in the region of herniation. 
A knot, tied in the lower end of the 
long piece of tubing, behind the board, 
will prevent this end from being pulled 
through to the front when the model 
is operated. If the net is not sufficiently 
transparent for the tubing to show up 
well; paint the net, covering it with a 
dark red dye. 

A small hole is made in the back of 
the esophagus near the upper end of the 
tube. This may then be hooked on to 
hook A (Chart 1). A second hole is 
made on the right side of the esophagus 
just above the stomach—this is hooked 
on to hook B when the stomach has been 
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CHART 4.—Insertion of the greater omentum 
into the dorsal mesogastrium. 


rotated. If it is desired that the model 
should demonstrate the greater omentum 
coming to overlie the transverse colon, 
the following procedure may be adopted: 
rotate the stomach, hooking the lower 
end of the esophagus on to hook B, and 
then push the upper end of the duodenum 
under hook C. Pull sufficient dorsal meso- 
gastrium through the slit in the board 
to form the lesser sac. Now mark, with 
pins or chalk, a line on the dorsal meso- 
gastrium at the left border of the lesser 
sac, more or less paralleling the left 
border of the stomach in its lower two- 
thirds. Slit the mesentery along this 
line. Measure the horizontal distance 
between the ends of the slit. Cut four 
pieces of net 2 cm. wider than this, and 
32 cm. long. Stitch these four pieces 
together along three sides, leaving one 
short side open. Turn inside out to 
form a double-walled pocket. Insert the 
free edges into the slit in the dorsal 
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Plate 1 
1.—Rotated stomach and duodenum, and lesser sac (into which a probe 
inserted from the right). 
2.—Lengthened proximal limb of the herniated gut loop. 
3.—Gut withdrawn into the abdominal cavity. Caecum sub-hepatic. 
4,—Descended caecum. Greater omentum overlapping transverse colon, 
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mesogastrium so that the pocket hangs 
down vertically. Pin the upper wall of 
the pocket to the upper edge of the slit 
in the mesogastrium and the lower wall 
to the lower edge of the slit (Chart 4). 
Stitch the raw edges together on the 
inside so that the seam does not show. 
Trim the seam. 

If subsequently the net is found to be 
too thick and bulky, one sheet of the 
double layer of dorsal mesentery from 


the duodeno-jejunal junction onward 
may be trimmed off 5 mm. from the 
stitching. 


A piece of soft, brightly colored, thin 
cord (or thick wool) 40 em. long is 
knotted at one end; the other end is 
threaded through hole M and attached 
to a plastic peg. The cord will represent 
the superior mesenteric artery, the peg 
the vitello-intestinal duct. 

Operation.—It is essential that the 
lecturer should become perfectly famil- 
iar with the manipulation of the model, 
so that it may be smoothly and easily 
operated before a class. 

Care must be taken not to obscure the 
view of the model. A right-handed indi- 
vidual will probably find 
stand to the left of the model, controlling 
the mesenteries behind the board with 
the right hand. and the gut with the 
left, aided by the right when necessary. 

At the commencement of the demon- 
stration, the esophagus should be hooked 
on hook A, and the upper end of the 
duodenum on hook C so that the mezen- 
teries stand at right angles to the board. 
The gut is straight, and its lower end 
passes through the hole in the lower 
end of the board—thus the greater part 
of the tubing with its mesentery will hang 
below the board. The pocket represent- 
ing the greater omentum must be lving 
inside out (in the mesentery at the back 
of the board). The superior mesenteric 
artery should be almost entirely pulled 
through to the back of the board. When 
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the mesenteries are indicated at this 
stage, it should be explained that the 
ventral mesogastrium in the model has 
a cut edge. 

It has been found best to deal first 
with the stomach and duodenum and then 
with the rest of the small and the large 
intestine, 

Stomach and duodenum.—Caudal mi- 
gration of the stomach relative to the 
somites, and buckling of a duodenal loop, 
may, if so desired, be shown by releas- 
ing the esophagus from hook A, raising 
the stomach above the top of the board 
anchoring the gut at hook F and then 
bringing the stomach down to hang from 
hook A, so causing the duodenum to loop 
ventrally. The upper end of this loop 
is pushed under hook C; later, as the 
stomach is rotated, the duodenum will 
flop over to the right, where it is fixed 
under hook D. 

Greater and lesser curvatures are pro- 
duced in the stomach by bending the 
plasticine. Rotation through 90°, bring- 
ing the greater curvature (original dor- 
sal surface) to the left, and the tipping 
of the cardiac end to the left may be 
demonstrated in turn and then repeated 
in one combined movement, at the end 
of which the lower end of the esophagus 
is hooked to hook B. During this pro- 
cedure, pull enough mesentery through 
the slit in the board to form the lesser 
sac. A broad probe or hand may be 
passed behind the ventral mesogastrium 
into this sac to demonstrate it. (This 
stage in the operation of the model is 
illustrated on Fig. 1.) The greater 
omentum will have been partly pulled 
through to the front: it may subse- 
quently be pulled through completely and 
tucked away behind the stomach. The 
wider slit in the board is designed to 
admit this more bulky part of the net. 

Small and large intestine-—The lower 
end of the duodenal loop has been pre- 
viously anchored at E. By gathering 
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up the requisite length of mesentery be- 
hind the board in the right hand, and 
releasing it as necessary, a loop of gut 
may be pulled ventrally by the left hand 
to a distance of about 35 cm. from the 
board, dragging its mesentery with it. 
Fix the end of the distal limb of the 
loop under hook F. The superior mesen- 
teric artery is now pulled through the 
board and its end clipped by means of the 
clothes peg, to the apex of the gut loop. 
The clothes peg represents the vitello- 
intestinal duct. 

The proximal limb of the loop is ro- 
tated through 90° to the right. A second 
clothes peg marks the caeca] diverticulum 
on the distal loop. Now the proximal limb 
must be increased in length: to accom- 
plish this, remove both clothes pegs. 
hanging the mesenteric artery out of 
the way, e.g., over the hook J. Free the 
gut from hook F. Again, gather the 
mesentery up behind the board with the 
right hand as the left hand pulls more 
gut through the hole at the bottom of 
the board. Straighten the hind gut, fixing 
it at hook F, and adjust the herniated 
loop so that the proximal limb hangs 
down considerably. Reattach the end of 
the superior mesenteric artery and the 
caecum. It is wise to mark the gut 
previously (eg., by a short, colored 
thread in the net alongside the tubing) 
at this second point of attachment of 
the superior mesenteric artery. Figure 
2 illustrates this stage in the operation 
of the model. 

Now the herniated gut is to be with- 
drawn into the body cavity. Free the 
gut from hook F so that the hind gut 
below it may be pushed to the left as 
the gut-returns. Continue the rotation 
of the proximal limb through a further 
90°, carrying it back toward the lower 
part of the board (to the lower posterior 
part of the abdominal cavity), the distal 
limb following it (to the superior ven- 
tral part of the abdominal cavity). The 
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proximal limb has not been lengthened 
sufficiently to show the coiling of the gut 
(this becomes too cumbersome in the 
model, but should be pointed out to the 
class)—-it is simply looped on to the 
board as illustrated (Fig. 3). The 
caecum should come to lie in the sub- 
hepatic position indicated, where it is 
hooked under hook J, and the large gut 
hooked into position, using hooks J, K. 
L. Adjust the mesentery and pull it 
taut at the back of the board (the wider 
slot in this region of rotation of the 
mesentery should accommodate it). The 
caecum is now brought down to its defini- 
tive position (hook H) in the right iliac 
fossa, by unhooking the large gut, pull- 
ing through a further 30 cm. of tubing, 
readjusting the large intestine, and hook- 
ing it in position. The mesenteries are 
readjusted at the back, care being taken 
to keep the point of twisting high. 
Figure 4 illustrates this stage in the 
operation of the model. 

Greater omentum.—The greater omen- 
tum may be pulled out from the lesser 
sac so that it hangs down over the trans- 
verse colon (Fig. 4): its posterior layer 
may be pinned to the transverse meso- 
colon from below to indicate the ad- 
herence of the two, if so desired. 

Fixation of the qut.—The fixation of 
the duodenum, ascending and descending 
colon by fusion of their mesenteries with 
the peritoneum of the dorsal body wall, 
and also the fusion of part of the dorsal 
mesogastrium with the peritoneum, may 
be shown by pinning down these parts 
of the mesentery to the backing board 
with drawing pins (if the net is coarse- 
meshed, adhesive tape should suffice). 
The definitive lines of attachment of the 
mesenteries may now be illustrated. 

Pancreas, spleen, etc.—Various acces- 
sories may be added to the model—e.g., 
the right and left vagal nerves to the 
stomach may be represented by two 
pieces of yellow cord held to the sides 
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of the esophagus by a rubber band, the 
ends being bound to pins driven into the 
original lateral walls of the stomach; 
the pancreas may be represented by a 
piece of colored paper cut to shape and 
affixed to the right side of the meso- 
duodenum by a pin or two; the spleen 
may be similarly made and attached to 
the dorsal mesogastrium. 

When used in association with black- 
board drawing, this model can effectively 
impress on a class a three-dimensional 
picture of the developmental changes in- 
volved in gut rotation. Furthermore, 
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since the model is not easily damaged, 
it may subsequently be made available 
to the students, so that they may handle 
it themselves; once they can operate it 
successfully, they have mastered the es- 
sentials of the subject. 
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The Referral Process in Medical Care and 
the University Clinic’s Role* 
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INTRODUCTION 


Consultation with colleagues and referral 
of patients are increasingly important 
ingredients of optimal medical care. The 
rapid extension of knowledge and the 
accompanying, necessary growth of spe- 
cialization must inevitably mean more 
frequent consultations between family 
physicians and specialists and greater 
use of referral to medical centers, uni- 
versity and others, for both complex 
problems and simple problems grown 
difficult to manage for various reasons. 
Ease of transportation has encouraged 
the greater use of medical centers for 
referral, and the increasing mobility of 
Americans means more frequent need 
for responsible transfer of a patient’s 
continuing care from one physician to 
another. 

In the face of these changes, it is 
surprising how little attention the refer- 
ral process has received. Its role in the 
continuing education of the general prac- 
titioners was discussed by Peterson, An- 
drews, Spain, and Greenberg (6). How- 
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ever, even the simplest data on frequency 
of referral appear in only one previous 
report in the American literature. Tau- 
benhaus (7), in describing one general 
practice in rural North Carolina, found 
that 5.7 per cent of the patients seen 
in 1 year were referred to consultants 
or medical centers, and 0.6 per cent of 
all patients were referred to one of the 
three university medical centers in the 
state. 

In Great Britain several studies of 
referral practices have been made in 
recent years, including those of Fry (2), 
Hopkins (3), and Logan (5). They’ 
found great variability in reported refer- 
ral rates, ranging from 6 to 32 per cent 
of the patients seen annually, which ap- 
pears to depend largely upon local avail- 
ability of x-ray and laboratory facilities. 
Rates of referral primarily for a con- 
sultant’s opinion were less variable and 
averaged about 5 per cent of the patients 
seen annually. 

In studies of referral by the present 
authors, to be described more fully be- 
low, a representative sample of 83 gen- 
eral practitioners in North Carolina, who 
reported all referrals for 2 weeks, refer- 
red on an average four patients per week 
to some other physician (Chart 1). Of 
these, an average of 0.75 per week were 
to medical centers. Figures for spe- 
cialists were only slightly lower. 

In this country data on total patient 
populations of individual physician’s 
private practices are not available, so 
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MEAN = 80 REFERRALS 


PER TWO WEEKS 


DIAN =7 


TOTAL NUMBER OF REFERRALS 


CHART 1.—Two-week sample of 


patient referrals by 83 


general practitioners in 


North Carolina. 


that referral rates of these physicians 
based on the sizes of their practices can- 
not be calculated. However, in a simi- 


lar representative sample of 94 general 
practitioners studied only 3 years earlier, 
Peterson, Andrews, Spain and Greenberg 
(6) found that, among 91 physicians for 


whom patient load data were obtainable, 
each physician had an average of 169 
office visits per week. Thus, it may be 
fair to say, as an approximation, that 
general practitioners in North Carolina, 
on an average, refer to someone else four 
out of 169 or about 2.5 per cent of their 
patient visits. 

' Looked at another way, the data indi- 
cate that the average general practi- 
tioner refers over 200 patients per year 
to other physicians, and approximately 
40 of these referrals are to medical cen- 
ters. More information is needed, but 
even these figures illustrate the impor- 
tance of referral in an average physi- 
cian’s practice. On 2 working days out 
of every 3 he is likely to be consulting 
another physician concerning one of his 
patients or sending one of his patients 
to a medical center. 

Can the referral or consultative proc- 
ess, and the teaching of it, be examined 


critically, with the aim of improving its 
contribution to medical care? The work 
to be discussed here is offered as evi 
dence that such an approach can be made. 


STEPS IN THE REFERRAL PROCESS 

It is helpful, first of all, to divide the 
referral process into the sequential steps 
which, it is proposed, are important to 
the rendering of good medical care. The 
performance of physicians and medical 
students at each then be 
amined systematically. Table 1 presents 
such an approach. 

Three situations to which this form- 
ulation can be applied will be discussed: 
the students’ experience in physician-to- 
physician consultation; the physician-to- 
physican consultation in medical prac- 
tice; and the referral to 
university medical centers. 

Physician-to-physician consultations: 
The student’s experience.—It should be 
relatively easy to help the senior medical 
student or house officer to learn how to 
participate optimally, either as the re- 
ferring physician or as the consultant 
to whom the referral is directed, in this 
face-to-face type of consultation. Un- 
fortunately, teaching hospitals and, in 
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particular, teaching clinics by their ex- 
amples often appear to promote bad 
habits rather than good. It is common 
practice in teaching clinics, even in the 
best medical centers, to refer patients 
from one clinic to another, with no state- 
ment of the reason for the referral, with 
no direct contact between the two physi- 
cians in the two clinics concerned, even 
though this could often be arranged, and 
with no statement about who is to as- 
sume responsibility for further care of 
the patient. The consultant tends to 
deal with the patient directly, rather 
than through the referring physician. 
Often in this setting, the physician, 
house officer, or student in the first clinic 
does not even have the educational bene- 
fit of learning what those in the second 
clinic think about the problem. 

It must be pointed out that nothing 
in the system prevents physicians in 
clinics from conducting a more respon- 
sible referral, and here as elsewhere in 
medicine the ability and conscientious- 
ness of the individual physician are more 
important in rendering good medical care 
than the setting in which he works. 
However, it is common experience that 
even good physicians tend to slip into 
the bad habits of their environment. 

Over the years a number of medical 
schools have recognized that this lack 
of direct contact with the specialist- 
consultant in the consulting relationship 
deprives the student and house officer of 
both the chance to learn medical knowl- 
edge from him and the experience of 
participating properly in this relation- 
ship. Various steps toward correction 
have been taken. The program for 
fourth-year students in the General 
Clinic of the North Carolina Memorial 
Hospital, the major teaching clinic for 
the University of North Carolina School 
of Medicine (White, [8], White and 
Fleming, [9],) may be used as an 
example. 
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TABLE 1 


STEPS IN THE REFERRAL PROCESS WHICH 
ARE IMPORTANT TO THE RENDERING OF GOOD 
MEDICAL CARE 


I. Definition of need for and purpose of 
the referral; mutual understanding 
about these between referring physi- 
cian and patient. 


. Adequate communication of this pur- 
pose and of problems for which help 
is needed. 


. Attention given to these needs and 
problems by the consultant. 


. Adequate communication of consult- 
ant’s findings and recommendations to 
referring physician. 


. Clear understanding by patient, refer- 
ring physician and consultant of re- 
sponsibility for the patient’s continu- 
ing care. 


For the student in the General Clinic 
the new patients assigned to him are 
his primary responsibility. He is placed 
in the position of being their physician. 
All staff physicians who participate in 
the patient’s care and in the education 
of the student, including the student’s 
initial instructor and any consultants, 
work through the student rather than 
becoming directly involved with the pa- 
tient. At the patient’s initial visit the 
student takes a history, examines the 
patient, and presents him to his instruc- 
tor, who, acting essentially as a con- 
sultant, reviews any pertinent points in 
the history, examines the patient, and 
then discusses the patient’s problems 
privately with the student. The plans 
which they agree upon for further study, 
consultation, and therapy are then ex- 
plained to the patient by the student and 
carried out by the student under the 
supervision of his preceptor. 

Consultants in most specialties are 
available on call at a certain hour, as in 
other similar teaching clinics. Often 
the initial instructor as well as the stu- 
dent will discuss the problem with the 
consultant. Alternatively, the student 
may elect to have the patient return at 
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the time of a specialty clinic. Again the 
student is present because attendance 
upon his patient’s needs takes precedence 
over any other exercise for which he 
might be scheduled. By keeping his 
own appointment book, he usually can 
arrange to avoid such conflicts of sched- 
ule. He presents his patient’s problem 
to one of the specialists in the specialty 
clinic, who, after examining the patient, 
discusses the problem with the student, 
not the patient, and supervises the stu- 
dent in working out the problem. 

In these several ways the student has 
opportunities to learn the consulting 
role. 

Physician-to-physician consultations in 
medical practice-—This type of direct 
consultation between physicians in medi- 
cal practice has had little study. How- 
ever, observations made in the course of 
our studies of physicians’ patterns of 
referral to a medical center suggest that 
the lines of referral are not clear be- 
tween genera! practitioners, those intern- 
ists and surgeons who also do some 
family practice, and more specialized 
consultants. This problem warrants more 
investigation, in the interests of learn- 
ing how al! consultative personnel and 
facilities, local and distant, may be used 
more effectively and economically. 

Referral to university medical cen- 
ters.—A major contribution of a univer- 
sity hospital and clinic to the medical 
care of its area is to serve as a referral 
or consultative center for the more com- 
plex and difficult problems of all types. 
Data from on-going studies of this re- 
ferral function’s efficacy in the General 
Clinic of the North Carolina Memorial 
Hospital will illustrate the points to be 
made. The information to be reported 
was gathered through interviews with a 
representative, stratified, random sample 
of 150 physicians (general practitioners 
and specialists) in the referral area of 
this institution and 125 patients whom 
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they had referred (Andrews et al. [1]). 
In 85 instances the physician, at the time 
of the interview, had referred a patient 
to this clinic within the preceding 2-3 
months and had received a letter giving 
a summary of the clinic findings and dis- 
position of the patient. In these 85 
instances the physician and the specific 
patient he had recently referred were 
interviewed to ascertain their responses 
to a number of the same questions relat- 
ing to that referral. Interviews with 
physicians were conducted by three in- 
ternists on the staff of the medical school 
who visited the referring physicians. In- 
terviews with patients were conducted 
by two social workers who saw the pa- 
tients briefly at the Clinic and for a more 
prolonged interview later in the patients’ 
homes. The medical records of these 
patients were also available for analysis. 
Detailed analyses of some of the results 
have been reported elsewhere (Williams 
et al. [10]). 

Two examples of the referrals studied 
may serve as illustrations. 

1. A general practitioner in a town 
of 1100, 66 miles away, referred an 18- 
year-old farm boy with thyrotoxicosis. 
He telephoned the Clinic for an appoint- 
ment, stating that he desired the help 
of a specialist in managing this patient. 
He sent similar written information with 
the patient, who knew that he was being 
referred to see a specialist about his 
problem. In the Clinic the diagnosis was 
confirmed, and the patient was seen by 
a metabolic consultant who assisted the 
student in working out a plan of treat- 
ment with propylthiouracil followed by 
plans for surgery. A summary letter 
containing this information was sent the 
referring physician about 2 weeks after 
the patient’s first visit. The letter stated 
that the patient was to be followed at 
monthly intervals in the Clinic until 
he was ready for surgery and also that 
he should see the referring physician 
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between clinic visits, and was to have 
white blood counts done. Apparently the 
patient accepted these plans, since he 
kept his appointments with his family 
physician and in the Clinic. A follow-up 
letter was sent the family physician 
after the follow-up visit a month later. 
Subsequently, the patient was admitted 
for surgery and returned to the care of 
his regular physician, a complete dis- 
charge summary being sent at the time. 
This example seems to have satisfied the 
requirements about agreement upon the 
purpose of the referral and adequacy of 
communication between patient, his fam- 
ily physician, and the referral center. 

2. In marked contrast was the referral 
of a 47-year-old man from a town of 
18,000 population 100 miles away, sent 
to the Clinic without an appointment and 
with a prescription pad note which gave 
no medical information. 

When interviewed later, the physician 
stated that the patient was referred for 
psychiatric help because he thought the 
patient had a neurotic problem. The pa- 
tient was concerned about various symp- 
toms and indicated later to the social 
worker-interviewer that he never really 
understood his problem either in the 
light of organic diagnoses made in the 
Clinic or in the light of his family phy- 
sician’s impressions. The clinic physi- 
cians found and concentrated on two 
organic problems, rheumatic heart dis- 
ease and prostatitis, but gave little at- 
tention to the patient’s symptoms and 
gave no evidence in the record or sum- 
mary letter of having considered the 
possible neurotic problem which the 
family physician had in mind. The 
Clinic sent no follow-up letter after 
the initial report to the referring physi- 
cian, despite several further visits to 
the Clinic, and the patient did not re- 
turn to see his referring physician. Thus, 
the family physician did not communi- 
cate adequately with the Clinic, and the 
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Clinic’s communications with the family 
physician were inadequate, as was its 
handling of the ultimate disposition of 
the patient. 

These extreme examples illustrate the 
range of referral experiences and the 
fact that a referral to a medical center 
either can make a major contribution to 
the patient’s care or can make very little 
contribution. It may even be harmful 
if the original relationship with the re- 
ferring physician is broken and no other 
continuing relationship is substituted. 
Certainly the Clinic in the second ex- 
ample was in no position to give day- 
to-day care when needed to the patient 
living 100 miles away; some physician 
in his local community should have been 
involved in the patient’s continuing care. 
The economic waste for both patient, 
the medical center, and society incurred 
by such an ineffective referral is also 
apparent. 

The results of the study at the North 
Carolina Memorial Hospital may be ex- 
amined in relation to the steps of the 
referral process previously described. 
The first requirement is that the refer- 
ring physician define the reasons for 
referral. Table 2 summarizes the answers 
of physicians about specific patients, 
whom each had recently referred, to the 
question, “Why did you refer this spe 
cific patient?” In only a fourth of the 
referrals was there evidence for rather 
specific definition in the physician’s mind 
of the medical basis for the referral. In 
33 per cent of instances the physician 
gave no evidence that he specifically de- 
fined the reason for referral or the prob- 
lem with which he wished help. In al- 
most 40 per cent of instances the 
physician was aware that the patient’s 
own dissatisfaction or desire, for some 
reason, to go to the medical center, was 
the motive for the referral. This aware- 
ness might be construed as meaning that 
the physician had more or less clearly 
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TABLE 2 


REFERRING PHYSICIANS’ First ANSWERS 
TO THE QUESTION, “WHY Dip You REFER 
THE SPECIFIC PATIENT TO THE 
GENERAL CLINIC?” 

Number Per cent 
A. Relatively specific 
medical reasons: 20 24 
Beyond voluntary limits 
of practice; 
Beyond his competency; 
For specialized diagnosis; 
—Inadequate local facilities. 


B. More general, 
nonspecific reasons: 28 33 
(e.g., “Diagnosis 
and treatment.”) 


C. At patient’s request or 
because patient was 


dissatisfied. 33 39 
D. Medical indigency. 3 4 
E. Physician cannot 

recall key patient. ie 1 

Total: 85 100 


defined the reasons for referral. How- 
ever, in no communication from the re- 
ferring physicians was this particular 
kind of reason ever stated. Thus, they 
do not treat it in realistic terms or 
communicate it when a referral is 
arranged. 

It is of interest that replies from spe- 
cialists were not significantly different 
from general practitioners’. Further- 
more, the independent statements by the 
patients themselves about the high fre- 
quency of patient-initiated referrals 
agreed closely with the physicians’ state- 
ments: 32 of the 84 patients in the 
sample stated that they had asked the 
physicians to refer them; the over-all 
degree of agreement between patients’ 
and physicians’ responses to this ques- 
tion was 78 per cent. 

It must be concluded that often the 
referring physician does not clearly de- 
fine, even for himself, the purpose of 
the referral to a medical center. 

When the second step in referral, com- 
munication from the referring physician 
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to the referral center, was examined, it 
was found that in only 39 per cent of the 
85 referrals was there evidence in the 
medical record of any written communi- 
cation from the referring physician 
which gave any medical information, 
even so much as his diagnosis or the 
area in which he thought the problem fell 
(Table 3). The referring physician, 
when interviewed, corroborated this find- 
ing. As one might expect, when the 
referring physician had a relatively spe- 
cific reason for the referral he was more 
likely to send medical information; see 
Table 3. However, even in this group 
medical information was sent only 60 
per cent of the time. 

These findings confirm the generally 
held impression that poor communication 
is a major problem in referral. Efforts 
to encourage better communication from 
physicians, and to measure any improve- 
ment achieved, are in progress. 

For the third step in referral, the 
Cliniec’s examination of the patient, one 
might expect that the Clinic physicians 
would find it difficult to give adequate 
attention to the problems with which the 
physician and perhaps the patient were 
concerned when the physician so often 
sent little or no information. From the 
data available, it is not possible to say 
how much of the contribution the Clinic 
made toward resolving problems. How- 
ever, it is possible, in the study under 
discussion, to say whether the Clinic 
investigated and dealt in some way with 
the problems which were paramount in 
the patients’ minds as revealed by their 
interviews, and in the physicians’ minds 
as revealed by the interviews with them. 
The Clinic’s performance on this point 
was judged by reference to the medical 
records and to the summary letters sent 
the referring physician. In 83 per cent 
of instances, among the key patients, 
the Clinic in performing a complete 
work-up had explored the area of con- 
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TABLE 3 


COMPARISON OF PHYSICIAN’S REASON 


FOR REFERRING THE SPECIFIC PATIENT 


WITH THE TYPE OF COMMUNICATION HE SENT 


PHYSICIAN'S REASON FOR REFERRAL 

A. Relatively specific reason 

B. Nonspecific reason 

C. Primarily patient initiated 

D. Medically indigent 

E. Physician could not recall key patient 


Totals: 


cern to both referring physician and pa- 
tient. However, the fact that for one 
patient out of six the major concerns 
of both the patient and his physician 
were not even considered indicated a 
fairly serious waste of effort. One would 


think that this could have been largely 
avoided by adequate communicgtion from 


the physician and by more effort on 
the part of the Clinic staff to learn what 
questions concerned the patient. 

The fourth step in referral, the com- 
munication of the Clinic’s findings to the 
referring physician, has been strongly 
emphasized throughout the 7 years of 
the General Clinic’s existence. A brief 
handwritten letter is sent on the day 
the patient is first seen, and students 
and house staff are required to write 
a full summary letter within the next 
2 weeks, after most diagnostic studies 
are completed. The prompt dispatch of 
this summary letter to the referring 
physician is a major item which is 
checked upon at weekly chart confer- 
ences (Huntley et al. [4]). It has been 
found repeatedly that such thorough con- 
trol is necessary if the Clinic is to ap- 
proach the desired goal of sending a 
satisfactory letter about each patient 
within a reasonable time. In the study 
sample of 85 patients, two-thirds of the 
letters were sent within the first 4 weeks, 


TYPE OF COMMUNICATION SENT 


Note or letter 
containing medica! 


None, or brief 
note with no 
medical] information information 
(No.) (Per cent) (No.) (Per cent) 
8 12 60 
20 8 29 
21 12 


1 


and 90 per cent were sent within 6 weeks. 

With the exception of four letters, 
these summary letters upon review ap- 
peared to contain adequate statements 
of the findings, diagnoses, and recom- 
mendations, but not necessarily dispo- 
sition of the patients. The referring 
physicians, when interviewed, indicated 
generally favorable reactions to the let- 
ters, as evidenced by the fact that 90 
per cent of them stated that the letters 
were “satisfactory.” However, upon criti- 
cal review of the whole referral experi- 
ence, it was found that in twenty in- 
stances or almost one-fourth there should 
have been further follow-up letters from 
the Clinic to referring physicians which 
were not sent. In this respect, communi- 
cations from the referral center were 
not adequate. Here is a point at which 
closer supervision of follow-up letters in 
chart conference could probably effect 
further improvement. 

The final step in the referral process, 
the clear definition of the continuing 
responsibility for the care of the pa- 
tient, would seem to be the most impor- 
tant step. In the present study, three 
sources of information were available 
for evaluating the adequacy with which 
the Clinic personnel discharged their 
responsibility to arrange for continuing 
care of these patients. The Clinic rec- 
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TABLE 4 


COMPARISON OF THE CLINIC’S DISCHARGE 
OF RESPONSIBILITY FOR CONTINUING CARE 
WITH THE FREQUENCY OF RETURN OF 
PATIENTS To SEE THEIR REFERRING 
PHYSICIANS.* 


PATIENT’S RETURN TO SEE 
REFERRING PHYSICIAN 


Per 
Did Did not cent 
ADEQUACY OF DISPOSITION return return return- 
BY CLINIC (No.) (No.) ing 
Disposition clear 23 6 79 
Disposition not clear 11 15 42 
All instances 34 21 62 
*See text for description of instances 
included. 
== 736; (1 dZ.). 


ords, including the summary letters, 
were reviewed to determine how clear 
on paper the disposition of the patients 
had been made, and both the referring 
physicians and the key patients were 
interviewed to ascertain whether the 
patient actually returned to see the phy- 
sician who had referred him. 

Table 4 shows a comparison of the 
adequacy with which the Clinic ar- 
ranged disposition and the degree to 
which the patient returned to see his 
referring physician in the 55 instances 
in which he should have returned during 
the 2- to 5-months’ period of follow-up 
in this study, and in which physician 
and patient agreed in their response to 
the question (agreement occurred 78 per 
cent of the time). There are two striking 
features to this table. First, it may be 
noted that, almost 40 per cent of the 
time, the patient had not returned to 
see his referring physician during the 
follow-up period. The same results have 
been found subsequently through mailed 
questionnaires to representative samples 
of physicians and patients. Second, the 
evidence in the Clinic records indicated 
inadequate disposition on the part of 
the Clinic in almost half the patients— 
i.e., no statement or an indefinite state- 
ment about whether or when the patient 


VoL. 36, AUGUST, 1961 


was to be seen further in the Clinic or 
was to return to see his family physi- 
cian. As might be expected, there was 
a high degree of correlation between the 
clarity with which the Clinic had ar- 
ranged for the further care of the pa- 
tient and his returning or not returning 
to his regular physician for this care. 
Other factors, such as the patient’s eco- 
nomic status, which might affect his 
return, seemed to be operating in only 
a few isolated instances in this sample, 
but further study is needed. 

Most of the patients seen on referral 
at this Clinic need to be under continu- 
ing medical supervision as the treatment 
of their illnesses is carried out. Much 
of this supervision should be done and 
can be done by the family physician. 
Until this study was carried out the 
clinic physicians had usually assumed 
that most patients were returning to 
their family physicians for the continu- 
ing medical supervision which the) 
needed. It seems very likely that the 
same false assumption might prevail in 
other medical centers, and certainly no 
clinic can know how well it is discharg- 
ing its responsibilities until it critically 
examines the results of its efforts. 

Attempts to improve the performance 
in our Clinic, now in progress, are being 
made with controlled studies employing 
designs analogous to those used in clini- 
cal trials of therapy. 

Are these studies of the teaching 
clinic’s role in the referral process really 
relevant to its educational activities? In 
most teaching clinics, where the student 
or house officer is expected to learn 
through having responsibility for and 
participating integrally in the care of 
patients, it would seem axiomatic that 
the quality of medical care being ren- 
dered by him and by others in the set- 
ting in which he is working would have 
a great effect on his learning experience. 
If these studies are helping to improve 
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the medical care of patients who come 
to the Clinic largely through the referral 
relationship, then the student, by par- 
ticipating, contributes to the medical 
care which is being improved and should 
himself learn something about improv- 
ing the quality of medical care. Every 
time one of his charts is returned to 
him because a summary letter has not 
been sent, or is incomplete, or the pa- 
tient’s disposition has not been clearly 
described, or because an abnormal lab- 
oratory finding has not been adequately 
followed up, he learns that these too 
are his responsibilities as a physician. 


SUM MARY 

The processes of referral of patients 
and consultation between physicians can 
be subjected to systematic analysis and 
study. The simple, direct type of con- 
sultative relationship between physicians 
can be readily experienced by medical 
students and other physicians in train- 
ing within the setting of the teaching 
center, provided some thought is given 
to seeing that satisfactory consultations 
do occur. In medical practice the ar- 
rangements for such consultations be- 
tween physicians are probably frequently 
not optimal, but much further study of 
this relationship is needed. 

The referral relationship between the 
medical center and the physicians and 
other medical facilities in the area 
served by the center can and should be 
improved upon at virtually every stage 
of the referral process, from the initia- 
tion of the referral by the practicing 
physician through to the final disposi- 
tion of the patient’s care by the medical 
center. The medical center has many 
opportunities for working through the 
referral process to improve the quality 
of medical care. Strengthening this proc- 
ess should simultaneously strengthen the 
clinical teaching program of the univer- 
sity center. 
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The problem of measuring clinical skill 
has traditionally been hampered by prob- 
lems of definition (2). Rather than to 
construct a definition, it would be easier 
to select a situation in which the skill 
or skills must function and then study 
performance within that situation. In 
medicine, one might say that clinical 
skill is a general dimension along which 
a physician’s or a student-physician’s be- 
havior varies in interviewing and ex- 
amining a patient for the purpose of 
discovering, understanding, and treating 
the disease of the patient. Such a situa- 
tion does not include the use and inter- 
pretation of laboratory procedures, and 
includes more than the establishment of 
a diagnosis. It follows that measure- 
ment of clinical skill should be accom- 
plished through observation and evalua- 
tion. The drawbacks to this method are 
numerous and well known: the method 
is, for example, too time-consuming and 
lacking in standardization at the present 
time to allow for large-scale measure- 
ment and comparison of medical stu- 
dents. Observation of the student in the 
clinical situation is, of course, perfectly 
appropriate in the teaching of clinical 
skills. 


*This paper is based on one read be- 
fore the Eastern Psychologica] Association, 
April 15, 1960. 

The work reported here is part of a 5- 
year research program: The Development 
of Objective Measures of Medical Student 
Skills, supported by the Commonwealth 
Fund of New York; principal investigators, 
John T. Cowles, Ph.D. (University of Pitts- 
burgh) and H. J. A. Rimoldi, M.D., Ph.D. 
(Loyola University, Chicago). 

+ This project was carried out while the 
author was Research Associate, School of 
Medicine, University of Pittsburgh. 
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A Film Test of Clinical Skills in Medical Students * 


MARVIN G. CLINE, Ph.D.+ 


Department of Psychology, University of Maryland, College Park, Maryland 


The best alternative method seems to 
be to provide an examinee (student or 
physician) with a _ standardized—i.e., 
filmed—clinical situation and have him 
make clinical judgments about the situa- 
tion. The major drawbacks to this meth- 
od are: (a) it leaves unmeasured the 
interpersonal dimensions of the skill and 
(b) it measures judgments of the situa- 
tion, rather than performance in the 
situation. Nevertheless, it is the purpose 
of this paper to demonstrate the feasi- 
bility of the film-test method of measur- 
ing some important aspects of clinical 
skill in third- and fourth-year medical 
students. 

The materials used in the present 
study, are five 12- to 15-minute films 
of a physician interviewing and examin- 
ing a patient. We shall report research 
on two such films, their accompanying 
tests, and the initial results of these 
tests. The present data probably repre- 
sent an underestimate of the capacity 
of the tests to measure clinical skills, 
since the tests are in a relatively un- 
refined form. 

Each film was carefully constructed so 
that, first, it records with high fidelity 
in sound and color approximately the 
physician’s view of the clinical situation. 
There was no attempt made to have 
the camera serve as the eyes of the ex- 
amining physician—i.e., the camera was 
not restricted to the apparent space of 
the physician in the film. To utilize this 
technique would involve a number of 
extraneous variables, including the tend- 
ency of the observer of the film to 
identify closely with the physician. It 
was decided to reduce this tendency so 
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that the observer’s evaluation of the pa- 
tient and the physician in the film would 
be based less on his artificially induced 
personal involvement and more on the 
objective data. Consequently, the camera 
focused primarily, but not exclusively, 
on the patient. 

Second, each film represented an actual 
medical situation real, hospi- 
talized, ambulant, unrehearsed patient, 
typical of the patients met by students 
in the course of their clinical clerkships. 
The examining physician was an ex- 
perienced internist from the instruc- 
tional staff of the Department of Medi- 
cine. The asked and the 
procedures followed were all appropriate 
to the medical nature of the situation. 

Third, each film satisfied certain cri- 
teria established for the purposes of 
construction. For example, each 
patient was selected because he exhibited 
a wide range of signs and symptoms. 
Next, the data which were provided had 
to be understandable by a student be- 
ginning his first year of clinical medi- 
cine. Finally, the data had to provide 
a variety of clinical problems to be 
solved by the examinee. This 
achieved by the careful selection of 
questions and procedures put to the pa- 
tient in each film. Significant and non- 
significant data were elicited from each 
patient without suggesting diagnoses, 
where possible. Each datum was given 
equal emphasis so that all integration, 
organization, and interpretation had to 
be made by the examinee. Further, 
clinical problems were introduced into 
the film by leaving certain preselected 
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questions 


test 
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data out or by providing, where possible, 


true, although 
sistent, data. 

It is most important, in appraising 
this film technique, to note that these 
procedures, and distortions or trunca- 
tions of the more ideal physical examina- 
tion, are necessitated by the require- 


contradictory or incon- 
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ments of the film as a testing technique; 
and, without special instructions to the 
examinee, the film may take on some 
elements of artificiality. To minimize 
this source of distraction, the physicians 
participating in the construction of the 
script were asked to include only those 
procedures which would maintain a 
highly realistic impression of a clinical 
situation. The resulting film was, there- 
fore, a compromise between the require- 
ments of a medical situation and the re- 
quirements of a problem-solving test 
situation. 

For the test itself, which was pre- 
sented to the examinees following a 
viewing of a film, a large number of 
statements were written describing the 
events which took place during the inter- 
view and examination of the patient. 
These items composed the observation 
part of the film-test. Next, a large num- 
ber of statements of interpretation of 
the findings were written, and these com- 
prised the interpretation part of the 
film-test. All statements were rated by 
the examinees on a five-point continuum 
from “absolutely true” to “absolutely 
false,” through “not enough information 
to tell.” The examinee was also given 
the opportunity to decline to rate a 
statement if it involved medical infor- 
mation which he felt he did not have, 
or because he did not notice or remember 
the film evidence relevant to that state- 
ment. Table 1 represents the rating 
scale and a few examples of items used 
in the early versions of the test. 

Thus, the examinees were given an 
opportunity to jump to unwarranted con- 
clusions, refuse to draw appropriate con- 
clusions, remain undecided, be misled, 
to misperceive, or to fail to notice data. 
A number of other kinds of questions 
and tasks were constructed for other 
purposes, but we shall not report these 
at this time. 

Each test item (question or statement) 
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SPECIMEN PORTIONS OF CLINICAL PROBLEMS FILM-TEST BOOKLET 


Instructions to Examinee.—The scenes you have just seen depicted an abbreviated 


history and physical examination of an actual patient. pa 
you will be asked to record your impressions of this patient and his illness. 


On the pages that follow, 
In Parts 


I and II you will be presented with a series of statements about the patient and you 


1 2 3 
ABSOLUTELY PROBABLY Not ENOUGH 
TRUE TRUE INFORMATION 


will be asked to judge each statement in respect to its truth or falsity on this scale: 


4 5 6 7 
PROBABLY ABSOLUTELY DoNot Dip Not 
FALSE FALSE KNOW NOTICE 


Sample Items* Check One 

Part I (OBSERVATION): 4 8° 

1. Activities involving the 8th cranial nerve are impaired 

2. The symptom prior to weight loss was hair loss. wpa Bale eae a 
8. The dyspnea, which the patient reports in his history, 

is also observable on physical examination. Eb 

4. The patient exhibits a fine tremor of the hands. 70 BeeQe 

5. Respiration is abdominal in type. Ooo i ‘_ 

6. There is clubbing of the toes. & OD 


II (INTERPRETATION) : 


7. There is no evidence of an hemorrhagic disorderinMr.K. ODO OOOOOQO 
8. The nature of this patient’s adenopathy suggests a 

tubercular process. O 
9. The patient has a history of frequency. 


was extensively pre-tested, item analyses 
were performed, and an _ operational 
form of the first film-test, “Mr. K.” (the 
name of the patient), was developed with 
a total of 98 items. Approximately the 
same number was utilized on the second 
film-test, “Mr. S.” 

The criterion used for scoring each 
item was the consensus of an expert 
group. In this case the experts were 
preceptors from whom the _ students 
learned clinical medicine. A clear con- 
sensus for one group of experts may not 
hold for another group; therefore, we 
cannot be certain, in advance of further 
validation, that our scoring standards 
will remain the same for other groups. 
The criterion for consensus was approxi- 
mately 70 per cent agreement among the 
expert group. 

The criterion groups of experts con- 
sisted of full-time and part-time mem- 
bers of the Department of Medicine’ 
(N = 14-22), all of whom were intern- 


* None of these items is being used in the latest form of the test booklet. 


ists and none of whom had participated 
in other phases of this project. The 
students were members of the third- 
and fourth-year classes' (N = 50-100). 
Also tested were 35 members of the 
local chapter of the Academy of General 
Practice. 
RESULTS 

As shown in Table 2, it is apparent 
that the (Kuder-Richardson) reliability 
coefficients are sufficiently high to war- 
rant further development of these tests. 

There is probably no usable external 
validity criterion for clinical skill as 
yet developed—certainly not existing 
ratings or grades in medicine, although 
there is some promising work on ratings 
now being done (1). As seen in Table 
3, correlations between scores on the film 
tests and grades in medicine are not 
high. We can assume, however, that, 


1 University of Pittsburgh School of 
Medicine. 
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TABLE 2 
MEANS, STANDARD DEVIATIONS, AND RELIABILITY COEFFICIENTS 


FOR ALL GROUPS, 


Facult, 

lst Test: 
Part I 
(Observation) 


Part II 
(Interpretation) 


Total 


Mr. K. 


Part I 

ry Part II 

rn Total 
2d Test: Mr.S. 
Part I 
(Observation) 
Part II 
(Interpretation) 


Total 


ru Part I 
Part Il 
Total 


whatever the skill is, it can be expected 
to increase, by and large, with increas- 
ing experience. Experts presumably have 
a maximum amount of the skill, and 
students, with successive increases in ex- 
perience, successively increase their ap- 
proximation of expert performance. We 
shall, therefore, take as our criterion for 
validity of the test differences in scores 
such that the least experienced group 
shall have the lowest score and the most 
experienced group shall have the highest 
score. We shall also require that mean 
scores for any group be less differenti- 
able from the experts’ performance as 
that group gains in experience. 

The total scores on Test I for third- 
year students, fourth-year students, and 
faculty differ from one another in the 
predicted direction (Table 2). An anal- 
ysis of variance yielded an f-ratio sig- 
nificant at the 1 per cent level, with 
significant gaps between every group. 


BotH TEstTs 


Third- 


Year 
Class 


84.1 
9.46 


29.9 
6.53 


114.1 
13.65 
87 
86 
.90 


42.9 
9.30 

37.4 
9.40 

80.3 
14.30 
94 
91 
.92 


The Academy of General Practice, the 
intermediate group, scored significantly 
less than the faculty and almost signifi- 
cantly better than the seniors. The first 
criterion—namely, differences between 
the various groups according to the 
level of experience—has been satisfied 
by the first film test. If we break down 
the total score into its component parts 
(Part I, observations, and Part II, in- 
terpretation), a slightly different picture 
emerges. First, there were no significant 
differences between means of any of the 
groups on the observation component of 
the test. However, all the differences 
are in the predicted direction. There 
is a significant f-ratio on the interpreta- 
tion part, and there are significant gaps 
between all levels of subjects on this part 
of the test. 

The non-discriminability of the obser- 
vation part of this test may be partly 
due to a relatively small number of items 
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q 17.85 12.32 
3 Mn 45.0 31.8 33.9 
Mn 135.2 122.2 119.4 
SD 15.56 19.32 13.30 
93 96 92 
16 88 81 
92 95 89 
Mn 49.0 12.8 
4 SD 8.50 8.55 : 
Mn 40.7 36.3 
“4 SD 9.88 7.44 
4 — Mn 89.7 79.0 4 
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TABLE 3 
CORRELATION BETWEEN 


Fitm TEST, MEDICAL APTITUDE 


MCAT V 
lst Test Total 
(Mr. K.) .04 
2d Test Total 
(Mr. S.) 14 


1st Test Total 
Third- (Mr. K.) 
Year 2d Test Total 


(Mr. S.) 13 


* Percentile ranking had not yet been established for the third-year cl 


of sufficient difficulty. For a number of 
reasons, this writer feels that the ob- 
servation part of the test has a great 
deal of potential. This confidence is 
based on anecdotal evidence (students 
appear to see less than physicians) and 
on a theoretical expectation that per- 
ceptual changes (e.g., lower thresholds) 
occur with changes in the experiences of 
the perceiver. An attempt was there- 
fore made to write more difficult items 
for the second film test. As we shall see 
below, this attempt was successful. The 
results of the second film test, “Mr. S.,” 
administered to the same group 5 months 
later (thus third-year students have 5 
months’ experience, and fourth-year stu- 
dents have 14 months’ experience), again 
showed differences in the predicted direc- 
tion. Analysis of variance yielded an 
f-ratio significant at the 1 per cent level, 
although the gap between the student 
groups did not reach significance. 
Further analysis revealed a difference 
between the faculty and the third-year 
students on the interpretation part sig- 
nificant at the 5 per cent level. On the 
observation part, significant differences 
at the 1 per cent level were found be- 
tween the faculty and each group of 
students, although there were no dif- 
ferences between the student groups. 
Apparently, the additional 5 months of 


SCORES, AND RANK IN MEDICINE 


Percentile 


rank in 


MCATQ MCAT Sei Medicine 


06 AZ .O7 


17 .08 


20 


lass. 


clinical experience gave the third-year 
students an opportunity to close the gap 
between themselves and the fourth-year 
students, and to catch up to the faculty 
to a moderate extent on the interpreta- 
tion part. 

To investigate the power of the film 
test at the lowest level of clinical experi- 
ence, the third-year class was further 
evaluated. At the time of the first test- 
ing, only one-fourth of the class had been 
assigned to the medica! service, and they 
were selected for this assignment ran- 
domly. These students had, therefore, 1 
month of clinical medicine, whereas the 
other three-fourths of the class had no 
clinical experience whatever. When these 
two groups were compared, significant 
differences on every part of the test were 
found in favor of the students with 1 
month of experience. When the second 
film test was administered to this class, 
5 months later, all differences on every 
part of the test had entirely disappeared. 
As noted previously, there were no dif- 
ferences between this group with 5 
months of experience and the class ahead 
of them with 14 months of experience. 
Clearly, the second film test, “Mr. S.,” 
lacks the power to differentiate between 
groups within the middle range of ex- 
perience, whereas the first test adequate- 
ly distinguishes between students in the 
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lowest range and between the faculty 
and all student groups. 

Correlations between total scores on 
the two tests are low for both student 
classes: .33 for one class and .35 for the 
other. There are a number of possible 
reasons for this low relationship between 
the two tests; for example, the two tests 
may be measuring quite different func- 
tions, or the students may develop their 
skill at uneven rates. This author favors 
the latter, because this seems to charac- 
terize his experience with students. It 
is plausible when considers that 
cognitive learning is probably well de- 
scribed as a series of successive insights 
and plateaus. Uneven development ought 
to be the rule, resulting in low inter- 
test correlation coefficients. However, 
data to decide this question have not 
yet been collected. 

On the whole, the correlations of all 
parts of both tests with college grade 
point average, grades in medicine, the 
Medical College Admission Test ( Verbal, 
Quantitative, and Science sections) are 
relatively low (see Table 3). 

Clearly, the present tests measure 
functions not closely related to the aca- 
demic knowledge as identified by medi- 
cal aptitude tests or to the characteris- 
tics of students on which faculty base 
their ratings. 


one 


SUMMARY 

We have constructed objective tests 
based on sound-color films of highly 
planned and realistic situations in medi- 
cine. Criterion scores were established 
on the basis of faculty consensus. It 
was found that students achieved sig- 
nificantly less than the faculty, and the 
first test appears to be a powerful dis- 
criminator at the lower levels of the 
skills measured. However, the tests do 
not yet appear to discriminate within 
the middle range of these skilils. 

A word of caution should be added con- 
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cerning the use of these tests on groups 
at other medical schools. Criterion scores 
were based on the consensus of a Uni- 
versity of Pittsburgh faculty group and 
should not be considered representative 
either of the entire faculty of that school 
or of faculty groups elsewhere. Although 
the same item pool could be used in ap- 
plying these tests to other medical 
schools, entirely new criterion scores 
should ideally be developed at each 
school. This limitation, on the other 
hand, suggests a number of intriguing 
issues. Variations in these criterion 
scores, in item selection, or in student 
performances from school to school, could 
yield objective evidence on the differences 
in medical atmosphere among the schools. 
Further, an analysis of the kinds of 
items on which faculties could not reach 
consensus would be quite revealing. An 
analysis of the reasons why students are 
incorrect in their answers (we are now 
making such an analysis) would add 
great depth to the study of the cognitive 
development of students and would also 
make possible more precise evaluation 
of experimental programs and curricu- 
lum changes. In other words, despite the 
restrictions on generalized use of these 
tests, it is anticipated that they are ap- 
plicable to a wide range of evaluational 
problems. 
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Changes in Clinical Judgment 


as a Function of Psychiatric Education* 


LEONARD F. SALZMAN, Ph.D.,f and ROBERT H. GOLDSTEIN, Ph.D.+ 
Division of Psychology, Department of Psychiatry; University of Rochester 
School of Medicine and Dentistry, Rochester, N. Y. 


The problem of how to evaluate the ac- 
quisition and development of “clinical 
skill” remains a major concern of those 
involved with the teaching and training 
of medical students. In the course of his 
training, the medical student must not 
only absorb an immense fund of informa- 
tion but must also learn how to apply 
this knowledge with sensitivity and 
judgment to the wide range of human 
problems he will encounter. Thus, the 
faculties of medical schools are inter- 
ested in knowing not only what facts 
a student has amassed but also whether 
or not he can appropriately bring them 
to bear in the making of crucial deci- 
sions concerning his patients. The eval- 
uation and assessment of students’ abil- 
ities are of consequence for other 
reasons as well. Such information pro- 
vides data on the basis of which medical 
educators can evaluate the effectiveness 
of their teaching techniques as well as 
the extent to which the goals of their 
teaching programs have been realized 
(4). 


*This paper represents one outgrowth 
of the continued interest of this department 
in problems of medical education. It reflects 
the long-term concern of Prof. John Romano 
with the need for constant evaluation of 
teaching in the field of Psychiatry. The 
authors would also like to express their 
gratitude to Prof. George Engel for his 
encouragement throughout this research. 

t Assistant Professor of Psychiatry (Psy- 
chology). 

tInstructor in Psychiatry (Psychology). 
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The difficulties involved in assessing 
clinical skill in psychiatry are especially 
perplexing ones because of the relative 
absence of clear-cut criteria of “good” 
as opposed to “poor” performance. In 
many schools, the evaluation of a stu- 
dent’s clinical performance takes the 
form of ratings made about the student 
by his instructors. Such ratings, how- 
ever, are obviously subject to many pos- 
sible contaminating influences, among 
which may be included such factors as 
the possible unreliability of ratings, the 
incomparability of patients assigned to 
various students, and the unequal oppor- 
tunities for contact between instructors 
and their students. For a number of 
years this department has been engaged 
in various attempts to investigate and 
improve the efficiency of methods for 
evaluating student performance. To this 
end, there have been employed a num- 
ber of techniques, including analyses of 
examinations in psychiatry, the develop- 
ment of various rating procedures for 
assessment of clinical skills, and collec- 
tion of student reactions to the curricu- 
lum. Recent papers by Stoller and 
Geertsma (3, 5) have described a pro- 
cedure designed to obtain more objective 
assessments of clinical judgment in psy- 
chiatry. These authors suggest that this 
procedure is capable of measuring some- 
thing other than textbook learning and 
that it is relatively independent of mere 
test-taking skills. The present study 
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represents an attempt to extend the work 
of these authors and to apply this tech- 
nique to a systematic investigation of 
the development of clinical psychiatric 
judgment as a function of formal psy- 
chiatric training. 

The judgments made about a patient 
by senior-faculty psychiatrists were 
assumed to represent an operational 
definition of a “correct” and “accurate” 
description of that patient. Students at 
different levels of training were then 
asked to make similar judgments about 
this same patient. It was postulated that 
growth in clinical judgment would be 
reflected in an increasing capacity of the 
students to perform like their teachers. 
Student ratings were compared with 
faculty ratings on a_ global, over-all 
basis, as well as in terms of a number 
of discrete areas of judgment tapped 
by the ratings. 

Thus, the current report is concerned 
with the following questions: 


1. Does an objective approach to the 
assessment of clinical judgments reveal a 
significant growth in judgment as a func- 
tion of increments in formal psychiatric 
training? 

2. What can such procedures disclose 
concerning the process of development of 
clinical skills and how does this develop- 
ment relate to the nature of the teaching 
program? 

PROCEDURES 

The assessment procedures utilized 
were similar to those employed by 
Stoller and Geertsma, but, since certain 
significant variations were introduced, 
the procedure will be described in some 
detail. The clinical material consisted of 
a single tape recording of an initial psy- 
chiatric interview with a 31-year-old 
female out-patient applying voluntarily 
for treatment at a psychiatric clinic. All 
respondents heard this same interview, 
which was approximately 45 minutes in 
length. Respondents were provided with 
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a transcript of the interview and were 
allowed to make any notes they wished, 
but the transcripts were collected before 
the ratings were to be made. The infor- 
mation given before the recording was 
played consisted simply of the age and 
sex of the patient, a statement as to 
the voluntary nature of this initial con- 
sultation, and the instructions to “listen 
carefully to this interview because we 
will ask you to make some evaluations 
of the patient immediately following.” 
The procedure was described to the re- 
spondents as “an investigation of the 
ability to evaluate patients on the basis 
of a recorded interview.” 

Following the playing of the record- 
ing, respondents completed a_ brief 
biographical data sheet and were then 
presented with the rating questionnaire. 
This questionnaire consisted of a series 
of 303 psychiatrically relevant state- 
ments which covered a wide range of 
content and which involved evaluations 
of a patient from a number of different 
points of view. Each statement repre- 
sented a potential description of some 
aspect of a psychiatric patient. These 
statements were, except for minor gram- 
matical changes, identical with those 
used by Stoller and Geertsma. Each 
statement was rated by the respondent 
on a seven-point scale, in terms of “how 
characteristic this statement is of the 
patient you have just heard interviewed” 
(0 = not at all characteristic, 6 = very 
characteristic). No time limit was im- 
posed on the ratings, and respondents 
were free to utilize any point along the 
scale, only the end-points of the scale 
having been defined as above. 


SUBJECTS 
Ratings were obtained from the fol- 
lowing seven groups of individuals: 


1. Fifteen members of the senior psy- 
chiatric faculty, all engaged to a greater or 
lesser extent in the undergraduate teach- 
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ing program, who served as the “expert” 
group. The mean age of this group was 40 
years, and they had an average of 10 years 
of psychiatric training and experience. 

2. Seventeen psychiatric residents at 
varying stages of their specialty training 
(the mean age of this group was 29 years). 
No attempt was made to differentiate this 
group further in terms of different levels 
of training because of the relatively small 
number of individuals involved. ‘ 

3. Nine interns currently assigned to the 
psychiatric service (mean age, 26 years; 
seven males, two females). This was a 
rather heterogenous group, with quite di- 
vergent backgrounds of undergraduate psy- 
chiatric training. 


Ratings of the above three groups 
were obtained in a single session. Four 
groups of students also performed rat- 
ings under the following conditions: 


4. A group of 72 freshman medical stu- 
dents (mean age, 21 years; 66 males, six 
females) tested during the early weeks of 
their first semester in medical school—i.e., 
before they had received any formal psy- 
chiatric training. 

5. A group of 68 second-year medical 
students (mean age, 23 years; 66 males, 
two females) tested during the early weeks 
of their second year in medical school—i.e., 
after they had completed one full year of 
preclinical psychiatric training. 

6. A total of 71 third-year students 
(mean age, 25 years; 69 males, two fe- 
males) tested in small groups in the first 
week of their third-year clinical assignment 
in psychiatry, i.e., after they had completed 
2 years of preclinical training in psychiatry. 

7. A: total of 51 fourth-year students 
(mean age 26 years; 48 males, three fe- 
males) tested in small groups during the 
last few days of their fourth-year clinical 
assignment in psychiatry—i.e., after they 
had completed 2 years of preclinical and 2 
years of clinical training in psychiatry. 


To describe the student groups more 
fully, it is necessary to outline briefly the 
nature of the undergraduate curriculum 
in psychiatry at the University of 
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Rochester School of Medicine. All stu- 
dents receive formal psychiatric train- 
ing during each year of the 4-year medi- 
cal school program. 

The first-year preclinical course con- 
sists of weekly 2-hour didactic lectures 
and demonstrations designed to acquaint 
the student with fundamental principles 
of human behavior, and with basic psy- 
chological and social factors in human 
biology. Special emphasis is also placed 
on the accurate perception and observa- 
tion of behavior. 

The second-year preclinical course also 
consists of weekly 2-hour didactic lec- 
tures and demonstrations intended to 
present an intensive survey of person- 
ality development and psychopathology 
from both a biologic and psychoanalytic 
point of view. 

The third- and fourth-year programs 
entail, respectively, 5- and 4-week clin- 
ical clerkships on the various divisions 
of the psychiatric service. Students are 
given the responsibility for examination 
and treatment of patients under the 
supervision of psychiatric house staff 
and faculty. Students attend intensive 
lectures and seminars on various aspects 
of clinical psychiatry during these clin- 
ical clerkships. 


CRITERION ITEMS AND CRITERION SCORES 
In comparing ratings by students 
with those made by faculty, it is obvious 
that one can legitimately use only those 
items on which faculty members were 
in substantial agreement. There are, of 
course, many reasons why experienced 
psychiatrists may disagree with one 
another in their ratings of various as- 
pects of a patient’s behavior. The items 
may be ambiguous, the particular sample 
of clinical material may yield little in- 
formation in regard to certain questions, 
an item may involve too great an in- 
ferential leap from observable data, and 
so forth. For the purposes of the present 


if 
4) 
4 
| 
‘ 
| 
4 


Changes 


in Clinical Judgment /Salzman & Goldstein 


TABLE 1 


MEAN CORRELATIONS OF SUBJECT GROUPS 
WITH CRITERION SCORES, AND PROBABILITY VALUES FOR “ft” TESTS 


Mean 
r Residents Interns 
Faculty 88 001 .001 
Residents .02 
Interns 66 
Seniors 71 
After 2 years .69 
After 1 year 64 


Freshmen 


57 


study, an item was accepted as meeting 
the criteria of “substantial agreement” 
if, and only if, all the following three 
requirements were met: 


1. The ratings of at least two-thirds of 
the fifteen faculty members fell within two 
adjacent points on the 7-point scale. 

2. At least six faculty members assigned 
a rating in one of the two adjacent scale 
points. 

3. There should be no more than two 
faculty members giving a rating at any 
point on the scale more than 1 point distant 
from the two adjacent points of cluster. 


It was found that, of the 303 original 
items in the rating questionnaire, exactly 
100 items met all three of the foregoing 
requirements, and it was only this group 
of 100 items that was used in all sub- 
sequent analyses. For each of the 100 
items, a score was derived by computing 
the weighted mean of the two adjacent 
points at which the “expert” ratings had 
clustered. This item criterion score, 
which essentially represented the mean 
rating assigned to an item by faculty 
members, constituted the reference point 
against which student ratings were 
compared. 

RESULTS 

An I.B.M. 650 electronic computer was 
utilized in obtaining a Pearson correla- 
tion between each subject’s ratings of 
the patient, and the criterion scores 
derived from the senior-faculty ratings.! 
From these individual subject correla- 


OF THE SIGNIFICANCE OF DIFFERENCES BETWEEN 


SUBJECT GROUPS 


After After 
Seniors 2 yr. 1 yr. Freshmen 
.001 .001 001 001 
.001 001 001 
N.S. N.S. N.S. O05 
N.S. 001 .001 
.001 


.001 


tions, mean correlations for each of the 
subject groups were obtained and these 
are presented in Table 1.° Because the 
senior-faculty ratings were originally 
used in the derivation of criterion 
scores, it was necessary to correct the 
individual faculty correlations by a pro- 
cedure which eliminates the spurious 
inflation of the correlation coefficient due 
to part-whole overlap (2). 

Analysis of variance applied to these 
mean correlations (in z score form) 
revealed a highly significant over-all 
difference between the seven subject 
groups (P <.001). It was, therefore, 
permissible to use “t” tests for testing 
the significance of the differences in 
mean correlation between various sub- 
ject groups. These results are also pre- 
sented in Table 1 in terms of the 
probability values obtained. We have 
postulated that increases in correlation 
with the faculty group represent im- 
provement in clinical judgment. It can 
be seen, therefore, that there is a sig- 
nificant increment in performance be- 
tween entering freshmen students and 
students who have completed the first 
year. Similarly, a significant difference in 
correlation occurs between groups who 


? Special thanks are due Dr. Howard Iker 
for his assistance in the statistical analyses 
and for his guidance in the use of computer 
techhiques. 

*All correlations were converted to z 
scores whenever statistical operations were 
performed on the data. 
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TABLE 2 


MEAN CORRELATIONS WITH CRITERION IN THE 
FIVE CONTENT AREAS OF THE INVENTORY 


Category Faculty Residents 
(Descriptive) 
(Diagnostic) 
(Interp. Rel.) 
(Diagnostic) 
(Traits) 


After 


Interns Seniors 2 yr. yr. Freshmen 


64 -72 
68 le 
48 60 64 
56 65 60 
59 67 71 


TABLE 3 


PROBABILITY VALUES OF “t’” TESTS OF DIFFERENCES BETWEEN 
SuBJEcT GROUPS ON CATEGORY 1 (DESCRIPTIVE) 


After After 


Residents Interns Seniors 2 yr. 1 yr. 


Faculty 01 .001 .001 001 001 


Residents 05 
Interns 

Seniors 

After 2 yr. 

After 1 yr. 


have had 1 and 2 years of training. No 
significant increment is observed be- 
tween the students who had completed 
2 years of medical school and the fourth- 
vear seniors who had completed the 
entire medical school curriculum. There 
is, however, a significant difference be- 
tween seniors and the resident group, 
and between residents and the faculty. 
The small group of interns seems not 
to fall easily into the regular progression 
of increase in correlation, and possible 
interpretations of this will be discussed 
later. Their performance significantly ex- 
ceeds only that of the entering fresh- 
man group. In general, then, statistical 
analysis of these mean correlations re- 
veals a progressive increase in correla- 
tion as one moves along a continuum of 
education and training from entering 
freshman to highly experienced senior 
psychiatrists. Thus, it would seem that 
increments in training are indeed re- 
flected in increased adequacy of clinical 
judgments. 

It was also felt that further valuable 
information could be obtained from an 


N.S. 02 01 
N.S. N.S. N.S. 


N.S. N.S. 
N.S. 
01 


attempt at measurement of the relative 
degree of growth occurring in specific 
areas of clinical judgment. Therefore, 
the 303 items of the inventory were 
sorted into five content categories which 
were selected by the authors as gener- 
ally reflecting the content areas covered 
in the inventory statements. The cate- 
gories were defined as follows: 


1. Descriptive.—statements descriptive of 
patient’s overt behavior and ongoing affec- 
tive states during the interview. 

2. Diagnostic.—statements concerned with 
diagnosis, prognosis, or treatment. 

3. Interpersonal relationships.—state- 
ments concerned with the nature and quality 
of the patient’s interpersonal relationships. 

4. Dynamics.—statements concerning un- 
derlying needs, conflicts, and ego-defensive 
operations. 

5. Traits.—statements involving general- 
ized nontechnical descriptions of person- 
ality traits and characteristics. 


Four psychologists and two psychia- 
trists independently sorted each of the 
303 items into the five categories. An 
item was finally included in any category 
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TABLE 4 


PROBABILITY VALUES OF “t” TESTS OF DIFFERENCES BETWEEN 
SuBJECT GROUPS ON CATEGORY 2 (DIAGNOSTIC) 


After 
1 yr. 
.001 
N.S. 
.005 
-005 


Residents Interns Seniors 
Faculty 01 -001 001 
Residents 05 
Interns N.S. 
Seniors 
After 2 yr. 
After 1 yr. 


TABLE 5 


PROBABILITY VALUES OF “t” TESTS OF DIFFERENCES BETWEEN 
SUBJECT GROUPS ON CATEGORY 3 (INTERPERSONAL RELATIONSHIPS) 


Residents 


-005 


Interns 
001 
N.S. 


Seniors 
001 
N.S. 
N.S. 


Freshmen 
Faculty 


Residents 
Interns 


Seniors 
After 2 yr. 
After 1 yr. 


upon which at least four of the six raters 
independently agreed. Where the item 
sortings did not indicate a clear-cut cate- 
gory preference by the judges, the au- 
thors arbitrarily resolved this by decid- 
ing in favor of their own judgment as 
to the item placement. With the use 
of the 100 selected items, it was then 
possible to compute five separate corre- 
lations for each of our subjects, each 
correlation reflecting the subject’s agree- 
ment with criterion scores for items in 
a discrete content category. Mean corre- 
lations were again computed for each of 
the subject groups on each of the content 
categories. The matrix of mean correla- 
tions is presented in Table 2. A more 
complex analysis of variance was per- 
formed testing the over-all differences, 
not only between subject groups, but also 
between content categories as well as the 
interaction between these two variables. 
The results of the analysis indicated not 
only a significant over-all variation be- 
tween groups of subjects (P = <.001), 
and between content categories (P = 
<.001), but, in addition, a significant 


variation in mean correlation as a func- 
tion of the interaction between the above 
two variables (P = <.02). This signifi- 
cant interaction may be interpreted as 
indicating that the points of significant 
improvement in ability to make clinical 
judgments may differ as a function of 
the content of the judgments. 

The significance of the differences be- 
tween subject groups within each cate- 
gory was again examined with “?’’ tests. 
These data are presented in Tables 3~7 
in terms of the probability values ob- 
tained. Our focus in the analysis of these 
results was on the influence of incre- 
ments in training on ability to make 
judgments within the various content 
areas. Thus, in Category I (descriptive), 
it is noted that a significant increase in 
ability occurs after the first year and 
that no further significant change ap- 
pears until the resident level is reached. 
Residents significantly exceed the per- 
formance only of the interns, second-year 
students, and those below them in the 
continuum, It is noteworthy that, where- 
as there is apparently a consistent and 
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.005 .001 
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N.S. 001 i 
001 
N.S. 
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progressive increase in ability along the 
continuum of training, a point of signifi- 
cant improvement occurs in the first year 
and again in the period between resi- 
dency and the status of senior psychia- 
trist. The results of the data on Cate- 
gory 2 (diagnostic), as shown in Table 
4, provide a somewhat different picture 
of growth. The first significant point of 
improvement in performance here appar- 
ently occurs in the second year, but there 
is also a significant difference between 
the fourth-year students and the resi- 
dents, and between residents and faculty. 
It is apparent, however, that, as with 
Category 1, there is a regular increase 
in correlation throughout the progres- 
sion from freshmen to faculty. Category 
3 (interpersonal relationships), depicted 
in Table 5, presents a similar picture of 
significant change in the second year. 
However, no further significant differ- 
ences are found other than the difference 
between faculty and residents. The re- 
sults of the analysis of Category 4 (dy- 
namics) reveal three points of signifi- 
cant change. As can be seen in Table 6, 
first-year students significantly 


TABLE 6 
PROBABILITY VALUES OF “t’” TESTS OF DIFFERENCES BETWEEN 
SuBJECT GROUPS ON CATEGORY 4 
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(DYNAMICS) 
After 


After 


Residents Interns Seniors 2yr 1 yr. Freshmen 
Faculty .02 01 .005 001 001 001 
Residents N.S. N.S. N.S. 05 .001 
Interns N.S. N.S. N.S. N.S. 
Seniors N.S. 005 .001 
After 2 yr. N.S. .001 
After 1 yr. .005 

TABLE 7 
PROBABILITY VALUES OF “t” TESTS OF DIFFERENCES BETWEEN 
SUBJECT GROUPS ON CATEGORY 5 (TRAITS) 
After After 

Residents Intern Seniors 3 yr. 1 yr. Freshmen 
Faculty .001 001 001 .001 
Residents N.S. N.S. N.S. N.S. N.S. 
Interns N.S. N.S N.S. N.S 
Seniors N.S. N.S. N.S. 
After 2 yr. N.S. N.S. 
After 1 yr. N. 


better than freshmen, fourth-year stu- 
dents perform significantly better than 
first-year students, and the next point 
of significant improvement is again re- 
flected in the consistent superiority of 
faculty over the residents. The results 
in Category 5 (traits), shown in Table 
7, reveal most graphically the manner 
in which the interaction between degree 
of training and categories occurs. Here 
we find no differences between the 
groups other than that of the superiority 
of faculty over all other groups. The 
trend of regular growth observed in the 
previous categories seems not to be 
present. 
DISCUSSION 

Earlier, we postulated that changes in 
clinical judgment can be evaluated by 
measuring the degree of agreement be- 
tween a subject and criterion judgments 
of experienced psychiatrists. It is evi- 
dent from our data that measurable and 
significant growth occurs in this ability 
as a result of psychiatric training. This 
growth continues regularly and signifi- 
cantly throughout the progression 
through medical school and postgraduate 
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training in psychiatry. In a previous 
study utilizing ratings of filmed psychi- 
atric interviews, Geertsma (3) obtained 
correlations of .54 and .63 between the 
performance of entering freshman med- 
ical students and criterion scores ob- 
tained from experienced psychiatrists. 
Correlations with criterion scores of .70 
and .73 were obtained from fourth-year 
senior medical students, and correlations 
of .73 and .77 were obtained from a 
group of psychiatric residents. The re- 
sults of the first part of the present 
study reveal remarkably similar corre- 
lations (see Table 1) and can be con- 
sidered a rather striking replication of 
Geertsma’s data. The present data, 


however, fill in the gaps in their results 
which were obtained only with entering 
freshmen, fourth-year students, and resi- 
dents. The obtained similarity in results 
is even more meaningful in light of the 
fact that the clinical material we pre- 


sented for evaluation was different and 
the mode of presentation we employed 
(a tape recording) different from their 
use of filmed interviews. Criterion items 
selected by us were, moreover, generally 
not the same as those selected by Stoller 
and Geertsma for their patients, and 
therefore the agreement between our 
data and theirs cannot be ascribed to 
stereotyped ratings of the same items 
by all subjects. The further implication 
is that the rating procedure used has 
considerable stability in that the results 
obtained are apparently not a unique 
function of the patient material pre- 
sented, the medium of presentation, or 
the mode of evaluation utilized. 

The failure of the interns to perform 
in a fashion consistent with the general 
evidence of progressive growth in clin- 
ical judgment as a function of training 
is meaningful when we note that, of the 
nine interns in the sample, only two 
received their medical training at our 
university. It may be inferred that the 
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interns could not respond to the patient 
in a manner similar to that of our senior 
faculty, because they had had no oppor- 
tunity to learn the general approach to 
patients characteristic of our Depart- 
ment of Psychiatry. It may also be true 
(although we have no data on this point) 
that the interns had, in general, re- 
ceived less intensive training in psychi- 
atry than our own medical students. 

The data suggest that no significant 
change in the ability to make clinical 
judgments occurs between the pre- 
clinical and clinical years in medical 
school. It is important to point out, 
however, that what was being tested 
was, in the main, a student’s capacity 
to evaluate and make judgments from 
data presented to him. It is apparent 
that our technique does not assess the 
student’s ability to elicit data or to per- 
form skillfully in many other aspects of 
a clinical-interview situation. 

When we examine our results in rela- 
tion to the content of our curriculum 
in psychiatry, it would appear that the 
growth in many of the content areas is 
largely a function of the stated content 
and goals of these courses. We note that 
the initial growth in capacity to ob- 
serve accurately and describe the pa- 
tient’s interview behavior follows the 
first year course in which the enhance- 
ment of this ability is a major goal. 
Significant growth in capacity to make 
diagnostic judgments first appears fol- 
lowing the second-year course in which 
the content is largely directed at this 
area of psychiatry. Meaningful changes 
in ability to assess the patient’s dynam- 
ics occur after the first year (which may 
reflect the influence of the initial intro- 
duction to certain dynamic concepts) 
and appear again after the fourth-year 
clerkship where this is clearly a major 
objective of the training. 

It is interesting to note that judg- 
ments in one of our content areas seem 
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unaffected by the 4 years of medical 
school. Items in this area (traits) were 
largely nontechnical and oriented to as- 
pects of human behavior which appar- 
ently require little sophistication for 
accurate judgments to be made. The cor- 
relations in this area may suggest the 
presence of a baseline capacity for de- 
scribing people in lay terms which is 
sharpened only by very considerable 
clinical experience. These results, how- 
ever, may be alternatively interpreted 
as reflecting the ability of experienced 
clinicians to convert sophisticated clini- 
cal insights about a patient into lay 
terminology. 

The results in Category 3 (interper- 
sonal relations) are somewhat difficult 
to relate to the curriculum content, since 
the significant growth occurs following 
course content which is not clearly re- 
lated to this area. We cannot conclude 
that the curriculum exerts any influence 
here, other than possibly that which 
might occur as a result of continued 
contact with problems of personality de- 
velopment and their description. How- 
ever, as with Category 5, the progressive 
increment in correlation also does not 
appear in this category. There is the 
possibility that the significant difference 
obtained occurred only by chance, and 
that here, too, we are dealing with an 
area which is not significantly influenced 
by the educational process. 

A major limitation of the present 
study lies in the fact that all our data 
were derived from the responses of our 
subjects to only one patient. It would be 
important, in investigating the relia- 
bility of our results, to repeat the study 
on other patients presenting different 
clinical and dynamic features. This would 
be especially relevant with respect to 
the investigation of differential growth 
in various areas of clinical judgment, 
since conclusions regarding growth in 
specific skills may well be very much 
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determined by the nature of the patient 
sample—e.g., the ability to diagnose 
acute schizophrenia may develop earlier 
than the ability to recognize the presence 
of certain subtle character defects. 

We have already investigated certain 
correlates of the capacity to make clini- 
cal judgments. These investigations have 
included such variables as premedical 
major, personality test data, and data 
on over-all performance in psychiatry 
during preclinical and clinical years as 
measured by examinations and clinical 
ratings by faculty. These data will be 
presented in a subsequent publication 
(1). Plans for further investigation also 
include the utilization of this technique 
in exploring the relative amounts of 
information available when the data are 
presented in different forms. To this 
end, we plan to compare the responses 
to a tape recording with responses to 
the same interview presented on film. 
Hypotheses relating to the relative in- 
formation value of an opportunity to 
observe the patient’s expressive move- 
ments, etc., are thus susceptible to test. 


SUMMARY 


This study represented an attempt to 
utilize a relatively objective technique as 
a method for studying the development 
of certain aspects of clinica] skill in 
psychiatry. The procedure involved the 
use of a single tape-recorded psychiatric 
interview with a patient. The recording 
was played to a number of groups of 
students who were then asked to rate 
the patient in terms of a large group 
of psychiatrically relevant statements. 
Senior psychiatric personnel also rated 
the recorded patient, and these ratings 
were used as a criterion against which 
the ratings of students at different levels 
of training were compared. It was as- 
sumed that the judgments of experienced 
senior psychiatrists operationally defined 
the correct description of the patient, 
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and it was further assumed that a basic 
aim of clinical teaching is to enhance 
the capacity of students to perform in- 
creasingly like their teachers. The capac- 
ity to make ratings of various aspects 
of the patient’s behavior was also differ- 
entially investigated. The results indi- 
cated that a significant and progressive 
increment in ability to make clinical 
psychiatric judgments occurs as a func- 
tion of a continuum of psychiatric train- 
ing beginning with the first year of 
medical school through a residency in 
psychiatry. Furthermore, it would seem 
that improvement in clinical judgment 
is not an entirely uniform process and 
that judgment in various areas may de- 
velop at a differential rate. The capacity 
to make judgments in the areas of de- 
scription, diagnosis, interpersonal] rela- 
tionships, dynamics, and traits was ex- 
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amined, and it was noted that, in the 
main, growth in performance in these 
areas reflected the influence of the con- 
tent of the curriculum in psychiatry. 
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A Study of College Seniors 
Who Abandoned Their Plans for a Medical Career* 


DANIEL H. FUNKENSTEIN, M.D.+ 
Department of Psychiatry, Harvard Medical School, and the 
Harvard University Health Services, Boston, Mass. 


The number and caliber of applicants 
to the nation’s medical schools are fall- 
ing. After the decline from the high 
point of the post-World War II period, 
the number of applicants leveled off. 
During the late fifties, when the number 
of new applicants should have increased 
corresponding to the increased birth 
rate some 20 years previously, there was 


a new fall of 6 per cent in applicants 
during 1959-1960, as compared with the 
number of applicants in 1956-1957 (2). 
Many and diverse reasons are assigned 
for the fall: the length of medical educa- 


tion, the inordinate expense, and the 
competition for manpower from other 
fields, such as industrial research, en- 
gineering, the physical sciences, ete. 
There is general agreement that, de- 
spite the increasing number of students 
going to college, far too few of them 
are continuing into graduate school to 
fulfill the needs of our expanding popula- 
tion for physicians, scientists, engineers, 
and teachers, 

Although a definitive national study 
is needed to determine the factors lying 
behind the fall in the number and cali- 
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ber of medical school applicants, such 
a study cannot be completed in a short 
time. In the interim, it seemed impor- 
tant to determine in one college, with 
a large number of premedical students 
(Harvard College), the reasons for the 
failure to go on to medical school on 
graduation of students who had entered 
college with the idea of pursuing a medi- 
cal career. It was realized that a study 
in a liberal arts college with a large 
number of premedical students might 
not be valid for the nation as a whole 
because of the different types of stu- 
dents in various colleges, but still such 
a study might shed some light on the 
factors which might be operating in 
liberal arts colleges in general. These 
colleges are among the chief sources of 
supply of medical students. 

It was also realized that such a study 
would not shed light on the group of 
students who did not consider medicine 
at all for financial or other reasons, or 
who, having considered it in secondary 
school or after matriculation to college. 
had discarded the idea. It is still true 
that medicine holds the top spot as the 
most desired career in the ideals of 
secondary school seniors and their par- 
ents (3). It is thus especially pertinent 
to study students who enter college with 
the idea of becoming physicians and then 
change their minds. 
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METHOD 

The Dean’s Office at Harvard College 
supplied from their records a list of all 
seniors in the College (class of 1960) 
who had not applied to a medical school 
but who had signified their intent to go 
to medical school at the time of their 
matriculation 4 years previously. 

On this list appeared 91 students, of 
whom 62 were seniors in good standing. 
The fate of the other students who 
entered the college with the goal of 
medical school may be seen in Table 1. 

From the list of 62 seniors in good 
standing who had signified their intent 
of going to medical school on matricula- 
tion but who had not applied to medical 
school 4 years later, 50 were selected by 
random numbers. A letter was written 
to each of these students asking him to 
come for an interview with a member of 
the medical school admission committee 
concerning his decision not to pursue 
a medical career. Forty-six of the stu- 
dents responded to the letter and were 
interviewed individually for 30 minutes 
to 1 hour each during the spring of 
their senior year. The interview was a 
focused one in which they were asked 
to tell about the process by which they 
changed their minds about pursuing a 
medical career. For the most part they 
were allowed to talk freely; a number 
of questions were asked at the end of 
the interview on points not covered by 
the student. Note was made of the fol- 
lowing factors in a student’s decision 
not to pursue a medical career: (a) fi- 
nances, (b) length of medical education, 
(c) the image of the physician, (d) the 
image of the Harvard premedical stu- 
dent, (e) place of residence, (f) parental 
occupation, (g) type of secondary school 
attended—i.e., whether public or private. 

Additional data were obtained from 
the students’ college records—i.e., their 
college grades, their college board scores, 
and the number of years of study of 
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TABLE 1 
SENIORS AT HARVARD COLLEGE WHO ON 
MATRICULATION DAY SIGNIFIED THEIR IN- 
TENTION OF PURSUING A MEDICAL CAREER 
AND WHo as SENIORS Hap Not APPLIED 
TO MEDICAL SCHOOL 
Total number of students: 91 
Graduating: 62 
Students still in the College but 
without enough credits to graduate i) 


On Leave of Absence 5 
Transferred to other institution 1 
Connection severed with College 14 


mathematics in secondary school. The 
placement office supplied data on whether 
or not they had received scholarship aid 
during their college careers. 

Two of the 46 students were eliminated 
from the statistical analysis of the data, 
since they never pursued any premedical 
subjects, and their selection of medicine 
as a career was but one of many tem- 
porary choices of occupation during sec- 
ondary school and college. 


RESULTS 
Finances.—Twelve (27 per cent) of 
the 44 students were receiving scholar- 
ship aid from the college or from some 
national organization such as the Na- 
tional Merit Scholarship Corporation. 
For the class as a whole, approximately 
35 per cent of the students were receiv- 
ing financial aid. 

In this group, the need for financial 
aid was not so great as for students in 
the college as a whole. When asked 
about this problem, almost all the stu- 
dents stated that financial considerations 
did not play a part in their decision not 
to go to medical school. They were 
sure that, since they had been able to 
finance themselves at Harvard College, 
they would be able to do so in medical 
school. Only one student stated that 
his poor grades discouraged him from 
applying to a medical school because he 
knew he would not get a scholarship. 
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TABLE 2 


THE RELATIONSHIP OF THE MAT (QUANTI- 
TATIVE APTITUDE) SCORES AND THE SAT 
(VERBAL APTITUDE) SCORES ON THE COL- 
LEGE BOARDS TO GRADES IN THE SCIENCES 
MAT > 600 MAT < 600 
High science grades 16 2 


Low science grades 5 21 


x? = 17.9889 P > .001 


SAT > 600 SAT < 600 
High science grades 9 9 
Low science grades & 18 
x? = 0.9471 50 > P > .30 


Over 70 per cent of these students’ 
fathers were financially able to pay their 
expenses in medical school. 

Length of a medical education.—The 
length of medical education was not seen 
as a deterrent by any of the students. 
Many were planning careers in the sci- 
ences, law, or the social sciences, and 
felt that it would be a long time before 
they were fully launched. 

Science grades.—It was our hypothesis 
before beginning these interviews that 
inability to make high grades in the sci- 
ence courses might be a major factor 
in some students’ decisions not to con- 
tinue their premedical education. This 
was quickly confirmed by the interviews. 
It was the chief reason in eighteen (41 
per cent) of the students. We then clas- 
sified the grades in the sciences of all 
the students in the sample into two 
categories on the basis of the following 
criteria: 

High science grades: An average grade 
in science courses of B or higher. 

Low science grades: An average grade 
in science courses of less than B. 

The great majority of students clas- 
sified as having High Science Grades 
had averages considerably higher than 
B, and many classified as having Low 
Science Grades had considerably lower 
than a B average. Almost all students 
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TABLE 3 


THE RELATIONSHIP OF THE NUMBER OF 
YEARS OF MATHEMATICS STUDIED IN SEC- 


ONDARY SCHOOL TO SCIENCE GRADES IN 


COLLEGE 


SECONDARY SCHOOL 


4 years 3 years 

Math Math 
High science grades 16 2 
Low science grades 8 18 


12.2418 


= P > .001 


had pursued at least two science courses; 
a number of them had completed their 
medical school’ requirements. 

Twenty-six of the students were clas- 
sified as having Low Science Grades and 
eighteen as having High Science Grades. 
One important factor in explaining the 
science grades could be their scholastic 
aptitudes as measured by their college 
board scores on the SAT (Verbal Apti- 
tude) and MAT (Quantitative Apti- 
tude). We divided the scores on them 
into those above 600 and those below 600, 
with the results shown in Table 2. 

The quantitative aptitude scores 
(MAT) were significantly related to the 
science grades, but the verbal aptitude 
scores (SAT) were not. 

Closely related to the problem of quan- 
titative aptitudes and grades in the sci- 
ences is the relationship of the study 
of mathematics to science grades. Table 
3 shows a highly significant relationship 
between the number of years of mathe- 
matics in secondary school and college 
grades in the sciences, the students with 
4 years of mathematics in secondary 
school having the higher grades. 


THE IMAGE OF THE PHYSICIAN 

In pursuing a career, the young stu- 
dent is often spurred on to achievement 
by his image of the kind of person he 
hopes to become. When medicine is 
chosen as a career, the image or stereo- 
type the neophyte has of the physician 
assumes great importance. If the image 
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is a favorable one, the young man has a 
strong inner motivating force in his life; 
an unfavorable one has the reverse effect 
on motivation. 

In interviewing these students, we 
were interested in their images or stereo- 
types of the physician. We classified the 
data into two categories: favorable im- 
age and unfavorable image. 

Favorable image.—Twenty of the 44 
students were classified as having “favor- 
able” images of the physician. These 
young men described doctors as kindly, 
fatherly men, interested in people, serv- 
ice-oriented, devoted to duty, and skilled 
in administering to the sick. None of 
these students emphasized the physician 
as a scientist. 

Two of these students no longer plan 
to study medicine because they found 
something else more interesting. 

Eighteen of this group left medicine 
because of difficulties in making good 
grades in the sciences. These men came 
to Harvard with the idea of becoming 
doctors, usually without parental pres- 
sure, and most often from a small town. 
They quickly found that they could not 
make good grades in the sciences—i.e., 
they were making C, C—, ora D+. They 
then abandoned their medical school plans 
because they felt that they would be un- 
able to get into a medical school of their 
choice. Their inability to do well in sci- 
ence is related to relatively low quantita- 
tive aptitudes. In secondary schoo] they 
had had difficulties with mathematics, 
and only 28 per cent of them had more 
than 3 years of secondary school mathe- 
matics. Almost all these men also em- 
barked on two courses in science in their 
first year in college, during a rather diffi- 
cult transitional period for them, since 
in general they had poor preparation and 
came from backgrounds quite different 
from those of most Harvard students. 

The great majority of these men would 
still like to go to medical school if they 
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felt it possible. They are willing to go 
to any American medical school. Their 
present plans are to go to law school or 
business school, or to secure a Ph.D. in 
the social sciences. 

Unfavorable image.—There were two 
distinct subdivisions in this category of 
“unfavorable” image of the physician: 
(a) the “inferior scientist” and (b) the 
“non-humanitarian physician.” 

a) The “inferior scientist”: Eight of 
the 44 students were classified as per- 
ceiving the physician as an “inferior 
scientist.” To them the doctor was a 
“second-class scientist,” a “pragmatist,” 
applying the principles of the basic sci- 
ences much as an engineer applies the 
principles of physics and mathematics. 
A few further quotations will capture 
their attitudes: “it’s nice in medical 
practice to help people, but you can help 
people much more by discoveries in sci- 
ence”; “medicine is too much applica- 
tion”; “it’s not challenging enough, you 
can’t use your full powers”; “a doctor 
just memorizes, he’s not at all intellec- 
tual’; “you don’t have to be a good sci- 
entist to be a good doctor’; “people are 
not predictable but chemical reactions 
are.” 

When asked if they had considered the 
basic medical science program at a medi- 
cal school, they invariably replied, “I’ve 
investigated that; the teaching load is 
too great.” These students have little 
knowledge of what clinical research en- 
tails, it being dismissed as “not challeng- 
ing enough”; “not pure science”; “not 
really intellectual.” 

The remarks by this able group of 
chemists about the course in organic 
chemistry are of considerable interest. 
Their remarks can be summarized by the 
following typical quotations: “I was dis- 
couraged by organic chemistry—too much 
memorizing. I was afraid medical school 
would be the same way”; “Too much 
memorizing in organic chemistry; for- 
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tunately, I took physical chemistry at the 
same time which was quite exciting and 
led to my choosing to get my Ph.D. in 
that subject.” 

This group of students was extremely 
able, containing within its ranks several 
National Merit Scholarship winners. 
Coming to Harvard with the idea of be- 
coming physicians, they have all been 
admitted to graduate schools where they 
will study for Ph.D.’s in the natural 
sciences. As *« group they are warm, 
friendly, mature, and have participated 
widely in extracurricular activities. 

Almost all members of this group have 
verbal and quantitative aptitudes above 
700. All had 4 years of mathematics in 
secondary school. 

They all mentioned, but in a peripheral 
way, that they had secured fellowships 
for graduate study which provide free 
tuition and in addition more than $2000 
per year. They did not think this a 
factor in their career decision. The great 
majority in this group came from fami- 
lies who were financially able to send 
their sons through medical school. They 
also mentioned that the prestige of the 
scientist in our society is increasing and 
certainly exceeds that of the physician. 

Several members of the university ad- 
ministration thought that this group of 
students would have gone to medical 
school several years ayo, but that active 
recruitment by scientists as well as the 
increasing prestige of the scientist in our 
society accounted for the change. These 
students confirmed this in attributing a 
great part of their change in attitude 
about medicine to active proselytizing for 
the natural sciences as opposed to medi- 
cine by their tutors in the sciences. Often 
their tutors talked to their families about 
the advantages of a career in science, 
thus aiding the young man to success- 
fully resist family pressures to continue 
in medicine. 

b) The “non-humanitarian” physician : 
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Sixteen of the 44 students were classified 
as perceiving the physician as a “non- 
humanitarian” person. A few quotations 
will explain their attitudes: “physicians 
are just scientists without broad inter- 
ests, without real interest in people”; 
“the doctor is just a person who treats 
isolated parts, like the heart or the 
lungs”; “the doctor is ruled by the labo- 
ratory test and the patient is just an- 
other test’; “doctors are coldly scien- 
tific.” 

These students often worked in acci- 
dent rooms or in the wards of local hos- 
pitals inthe Harvard Volunteer Program. 
They were appalled at the interns and 
residents whom they described as “only 
interested in science’; “they’re not very 
human”; “they are cold and cynical and 
make jokes about patients”; “they deper- 
sonalize patients”; “too much emphasis 
on research and too little on the doctor- 
patient relationship”; “medical school is 
4 years divorced from the humanities”; 
“shining new hospitals, one intricate part 
is the modern doctor”; “when you enter 
a hospital as I did as a patient, it was 
a crashing of my ideals”; “in a medical 
school you don’t live for 4 years, it’s not 
an adventure.” 

Students with this type of image can 
be easily subdivided into two groups: 
One group, comprising eight students, 
entered college with considerable com- 
mitment to medicine, completed most of 
their premedical science requirements 
with high grades, but became disillu- 
sioned with the physician as a person 
who works with people. These students 
now plan careers in teaching, the law, 
and the social sciences. Undoubtedly this 
group would have made fine clinicians. 

The other group, comprising eight stu- 
dents, not only saw the physician as a 
nonhumanitarian but also expressed the 
idea that the physician was only in- 
terested in monetary gain. These boys 
were never actively committed to medi- 
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TABLE 4 
THE STUDENTS’ PLACES OF RESIDENCE AND 
THEIR IMAGES OF THE PHYSICIAN 
PLACE OF RESIDENCE 
City 
Unfavorable image 22 4 
Favorable image 6 14 


Country 


x? = 15.3615 > .001 


TABLE 5 
THE Types oF SECONDARY SCHOOLS AT- 
TENDED AND THE IMAGES OF THE PHYSICIAN 
SECONDARY SCHOOL 
Public 
Unfavorable image 14 10 
Favorable image 13 7 


Private 


Not significant 
cine but were following premedical 
courses at the wishes of their families 
who exerted great pressure on them 
when they wished to abandon their plans 
for a medical career. These students 
usually took only one science course in 
which they did quite poorly. 


THE RELATIONSHIP OF THE IMAGE OF THE 
PHYSICIAN TO THE OTHER DATA 

It was of interest to relate the “favor- 
able” and “unfavorable” images of the 
physician to some of the other data 
gathered on these students. We related 
their “images” of the physician to the 
following: 

a) Place of residence, i.e., whether in 
a large city and its suburbs or a 
small town or the country. 

The type of secondary school edu- 
cation of the student, i.e., public or 
private. 

Father’s occupation, i.e., whether or 
not father was a physician. 

The presence or absence of undue 
pressure from the parent for pur- 
suing a medical career. 

e) Science grades. 

Place of residence.—The place of resi- 

dence correlated significantly with differ- 
ences in the image of the physician 
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TABLE 6 
THE PROFESSIONS OF THE FATHERS AND THE 
IMAGES OF THE PHYSICIAN 


M.D 
Yes No 

Unfavorable image 6 18 
Favorable image 3 17 


Not significant 


TABLE 7 


UNDUE PARENTAL PRESSURE TO BECOME A 
PHYSICIAN AND THE IMAGES OF THE 
PHYSICIAN 


UNDUE 
PARENTAL PRESSURE 


Yes No 
Unfavorable image 16 ~ 
Favorable image E 15 


x? — 6.0132 


(Table 4). The students from small 
towns significantly had a very positive 
image of the doctor as compared with 
those from large cities or the suburbs 
who most frequently had an unfavorable 
image of the physician. 

Type of secondary school.—The image 
of the physician was not related to 
whether or not the student went to a 
public or private secondary school (Table 
5). 

Father's occupation—There was no 
relationship between the father’s being a 
physician and the image the student held 
of physicians (Table 6). 

Undue pressure by parent for student 
medical career.—The stu- 
dents who reported undue pressure from 
a parent for them to enter the medical 
profession reported unfavorable images 
of physicians (Table 7). 

The students’ image of the Harvard 
premedical student.—In most colleges the 
picture painted of the premedical student 
is often not a favorable one. They are 
seen as extremely competitive students 
who will resort to all kinds of devices to 
gain their ends. We therefore inquired 
of these students their ideas concerning 
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TABLE 8 


THE RELATIONSHIP OF THE IMAGE OF THE 
PHYSICIAN TO SCIENCE GRADES 
High Low 


science science 
Image of physician grades grades 


Favorable 2 18 
Unfavorable 16 x 


12.2418 > O01 


the premedical students at Harvard. 
Their image of these students directly 
paralleled their own image of physicians 
without exception. When there was a 
favorable image of the physician, there 
was a favorable image of the student 
aspiring to a medical career; when there 
was an unfavorable image of the physi- 
cian, there was an unfavorable one of the 
premedical student. 

Science grades.—The type of image of 
the physician held by the student was 
significantly related to his science grades. 
In general, students with an unfavorable 
image of the physician tended to make 
higher science grades than students with 
favorable images of the physician (Table 
8). 

DISCUSSION 

It is not surprising that the two 
factors of major importance in students 
who abandoned their medical career 
plans during college were the inability 
to make high science grades and the 
development of an unfavorable image of 
the physician. In only eight of the 44 
students did these factors occur together. 

Inability to make high grades in the 
sciences was related to relatively low 
quantitative aptitudes by Harvard Col- 
lege standards which were, however, 
high by national standards—mean quan- 
titative aptitude scores on College 
Boards MAT 549. A number of these 
men have very high verbal aptitudes. 
Low grades with such quantitative apti- 
tudes attest to the rigor of the science 
courses at Harvard. 

The relationship between high quanti- 
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tative aptitudes and the ability to do 
science well has been extensively docu- 
mented. In this context we would raise 
an important question: Will the study 
of more mathematics by students with 
relatively low quantitative aptitudes 
facilitate their learning sciences? Unfor- 
tunately, our data cannot enable us to 
answer this question, because in our 
sample very few students with relatively 
low quantitative aptitudes had studied 
more than 3 years of mathematics in 
secondary school, and even fewer of 
those with high quantitative aptitudes 
had taken less than 4 years of secondary 
school mathematics (Table 9). 


Students usually increase their hours 
of instruction in subjects in which they 
have great skill. We do not know whether 
it is the mathematical skill itself which 
enables students with high quantitative 
aptitudes to do well in the natural sci- 
ences, or whether it is a type of interest 
and kind of mind which does both mathe- 
matics and science well. Other data sug- 
gest that the study of mathematics by 
students with low quantitative aptitudes 
increases their ability to learn sciences.! 
Carefully controlled studies in this area 
need to be carried out. 


Within this group who have difficulties 
with the sciences were a number of stu- 
dents with reading difficulties which con- 
tributed to their inability to perform 
well academically. The knowledge that 
many students with reading problems 
have underlying emotional problems is 
too often ignored. These men need care- 
ful interviewing and testing to accu- 
rately diagnose their problems so that 
remedial steps can be taken for their 
reading and their personal difficulties. 
Almost all these students’ reading prob- 
lems were found by the freshman test- 
ing program. Some did not take the 
suggested remedial reading. Many who 


H. Funkenstein, ynpublished data. 


: 
x? 
\ 
ra 
\ 
a 


Seniors Who Abandoned Medical Career/Funkenstein 


took the course failed to show consider- 
able improvement and did not seek 
further help. Hahn (1) highlighted this 
problem in medical students. At least 
two medical schools have programs in 
this area. 

Too often these students with low 
quantitative aptitudes and only three 
years of secondary school mathematics 
embarked on their premedical education 
by taking two sciences during their 
freshman year. These students who came 
from high schools where education was 
poor and thus had inadequate prepara- 
tion for their Harvard studies were the 
very ones who had to make the greatest 
personal and social adjustment to college 
because their experiences before coming 
to college had been so different from 
their new experiences at the university. 
Most students succeed in adjusting to 
this transition, but there is often a 
period of time before the student “takes 
hold” of his new environment, and it is 
during this period that two sciences 
make too heavy demands on the academ- 
ically ill-prepared student. 

Some students with high quantitative 
aptitudes and excellent preparation for 
college had difficulties meeting the de- 
mands of two science courses during 
their freshman year. Going to college 
represented their first experience away 
from home, and many were trying out 
their newly attained “autonomy” from 
their parents and at the same time seek- 
ing to “find themselves’”—important 
developmental tasks for all young men. 
Secoming preoccupied with these prob- 
lems, their studies were neglected. In 
such cases, heavy science demands would 
best be postponed until their sophomore 
year, when they had reached better solu- 
tions to these developmental tasks. 

The other reason for students’ aban- 
doning their plans for medical careers 
the acquiring of an unfavorable 
image of the physician so that he was 


was 
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TABLE 9 


THE RELATIONSHIP OF THE MAT (QUANTI- 
TATIVE APTITUDE) SCORES ON THE COLLEGE 
BOARDS TO THE NUMBER OF YEARS OF 
MATHEMATICS STUDIED IN SECONDARY 
SCHOOL 


SECONDARY SCHOOL 
4 years 3 years 
Math Math 


MAT < 600 6 17 
MAT > 600 18 3 


x? = 18.4285 P > .001 

no longer an ideal to follow. Students 
from large cities and their suburbs, as 
contrasted with students from small 
towns, frequently developed unfavorable 
images of physicians, since their only 
contacts with the profession were a 
variety of specialists. This type of un- 
favorable image was reinforced during 
college by their contacts with interns and 
residents while working on volunteer 
programs in large hospitals. 

The image held by the students was 
not related to whether or not their 
fathers were doctors. However, in all 
cases in which the father was a physician 
and the image of the physician held by 
the son was an unfavorable one, the 
father, although successful, felt that he 
had made a mistake in choosing medicine 
as a career. These fathers were them- 
selves sons of physicians. 

The small group of students who saw 
the physician as not humanitarian and 
as primarily a businessman _ reported 
undue pressure from their families to 
pursue a career to which they themselves 
had never had a commitment. 

A variety of factors were operative in 
the group of students who held unfavor- 
able images of physicians as scientists. 
This group saw their tutor in the sci- 
ences as the greatest influence in their 
changing their career plans. These tutors 
were reported as actively proselytizing 
them into a scientific career. The tutors 
suggested that they read clinical re- 
search reports which they felt were un- 
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sound from the experimenta! standpoint 
and not “real science.” They rejected 
careers in the basic medical sciences be- 
cause they felt the teaching load in a 
medical school was too great. These 
scientists reported too much memorizing 
in the organic chemistry course. They 
thought that medical school would be 
like that. Physical chemistry they found 
exciting. They also felt that the scientist 
had more prestige in our society than 
the doctor. 

Although the acquiring of an unfavor- 
able image of the physician was a major 
reason for abandoning medicine as a 
career, such an image did not result in 
students making poor grades in the sci- 
ences (Table 8). Students with unfavor- 
able images actually made higher grades 
in the sciences than those with favorable 
images. This was related to two factors: 
The group with unfavorable images in- 
cluded the outstanding science students 
who will continue their careers in this 
field, and the overriding factor in this 
sample was that those with unfavorable 
images of physicians had much higher 
quantitative aptitudes and had studied 
more mathematics than those with favor- 


‘able images. This suggests that quanti- 


tative aptitudes are more important in 
learning science than the student’s image 
of the physician. This could be easily 
confirmed by examining the sizable group 
majoring in the humanities who made 
high grades in the sciences but no longer 
plan medical careers. These students 
have very high quantitative aptitudes. 
It was rather surprising that neither 
the length of medical education nor its 
costs were mentioned as deterrents by 
this group of students. It would seem 
that these two matters merit further 
consideration here. Much of the informa- 
tion upon which the conclusion that the 
length and cost are important deterrents 
has been gathered from medical students. 
Other data of ours on medical students 
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show this to be true. Perhaps it is only 
after the student is embarked on a medi- 
cal career, when marriage and other 
obligations loom, that he realizes the 
handicaps such a lengthy education im- 
poses on him. The other possible ex- 
planation is that the study reported here 
is of a specific group of students— 
namely, those who entered college plan- 
ning medical careers but subsequently 
abandoned them. This report gives no 
information about students who may 
never have considered medicine for the 
above reasons, or who, having considered 
it before entering college or after enter- 
ing college, abandoned these plans. In 
these three groups of students the rea- 
son for changing their career plans may 
be quite different. 

In a subsequent paper we plan to give 
our ideas based on the findings reported 
in this paper cf the procedures medicine 
could follow to increase the number of 
able applicants to medical school from 
this group. 

SUMMARY 

1. Forty-four Harvard College stu- 
dents who abandoned their plans for 
careers in medicine after entering college 
were interviewed during the spring of 
their senior year. Additional data ob- 
tained were their college board scores 
and their college records. 

2. The two chief factors in their aban- 
doning their medical career plans were 
the inability to make high grades in the 
sciences and the acquiring of an unfavor- 
able image of the physician. 

3. Inability to make high grades in the 
sciences was related to a relatively low 
quantitative aptitude in relation to ver- 
bal aptitude. The great majority of such 
students had not studied mathematics 
beyond 3 years in high school. 

4. The unfavorable images of physi- 
cians were of two types: One group now 
planning careers in the natural sciences 
who saw the physician as an “inferior 
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scientist,” and another group, now plan- 
ning careers in teaching, the social sci- 
ences, or the law, who perceived the 
physician as a “‘non-humanitarian” per- 
son. 

5. A favorable image of the physician 
was most frequently associated with 
being reared in a small town. The image 
that the student holds of the physician 
was not related to his father’s occupation 
or the type of school from which he 
comes. 
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Editorials 
A REPORT ON N.LH. 


Although deficiencies exist in the administration of the research and training 
grant programs of the N.I.H., these should not detract from their immense value 
or from N.I.H.’s many outstanding accomplishments. This seems to summarize 
the findings of a recent report (the Fountain Report) from the Intergovernmental 
Relations Subcommittee of the House Committee on Government Operations. 

The rapid expansion of the annual expenditures at N.I.H. from $21,900,000.00 
to $447,500,000.00 since 1950 has made scrutiny of the distribution and use of 
funds difficult. Thus, it is only natural to expect instances in which tighter 
administrative controls and more detailed scrutiny of budgetary practices by 
grantees would have been desirable. 

It is evident that the national attitude today is toward even greater investment 
of federal funds in medical research, especially through N.I.H. This will occur 
despite the fact that many thoughtful educators and scientists feel that N.I.H. 
is already large enough. There is good reason to question the ability of any 
organization to develop a system and a staff sufficient to assure that the criticisms 
in the Fountain Report are resolved. It is possible that a tightening of federal 
controls, as suggested in the report, would impede the progress of research. We 
doubt whether medical school faculty members can spend any more time on 
N.L.H. committees without jeopardizing education and research in their mother 
institution. There is another solution, however. 

Some of the criticisms in the Fountain Report should be quelled by moving 
ahead promptly with the institutional research grant program to place a greater 
part of the administrative responsibility where it belongs—in our colleges and 
universities. Anyone who has worked in both federal and university posts 
knows that universities can be masters of inefficiency. But why not give them 
a try. 


WHAT IS BALANCE? 


“Balance” is the stated problem of many medical educators today. What is it? 
How do we achieve it? How do we maintain it? We wish we knew! 

From a metabolic viewpoint the anabolic state of research is said to have 
overpowered the catabolic state of education. The building blocks of research— 
investigators and laboratories—are in richer supply than the building blocks of 
education—students, teachers, and teaching facilities. All indications are that, 
unless the present Congress enacts legislation expanding federal aid for medical 
education, the imbalance will become even greater. How can we achieve a proper 
balance between teaching and research? 
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Yet the enactment of legislation expanding federal support for medical edu- 
cation would raise another problem of balance. In this year of grace (and reces- 
sion), 1961, medical schools and their parent universities are feeling the pinch 
in contributions to endowment and in appropriations from state legislatures. 
Federal support of medical education should ideally be associated with expanding 
endowments and support from state appropriations. It would be tragic if federal 
funds were substituted for traditional support. How will we achieve balance 
between federal funds and funds from state appropriations and endowments? 

All signs indicate that federal support for medical research will expand during 
the coming years. Funds may again be appropriated in excess of those requested 
by N.I.H. Thus, rapidly expanding federal support may overpower fund-raising 
by the voluntary health agencies, as the public loses interest in supporting 
organizations concerned with cancer, heart disease, and similar programs. The 
voluntary health agencies have pioneered developments which the flexible nature 
of their programs encourages. How shall we assure balance between federal 
support for medical research and support from the voluntary agencies? 

It would be simple if we could apply some magic formula to assure balance 
in our medical schools. Clearly, the problem differs from school to school, and 
it is difficult to see golden opportunities pass by, whatever the source of funds 
or the dimensions of the program. 

Continuing increases in endowment funds as well as state appropriations and 
the enactment of legislation for federal aid to medical education are decisive 
factors in maintaining balance. The fact that administrators and many faculty 


members are concerned about balance assures that we will make every effort 
to maintain it. 


THE AVALON FOUNDATION 


The Avalon Foundation of New York has appropriated over one million dollars 
for scholarship grants of $10,000.00 to $16,000.00 for the medical schools of the 
United States. The grants have been based upon the size of the student body 
and other scholarship funds available to the school. 

Beyond the monetary significance of the Avalon grants, there lies the reaffirma- 
tion of the important role of private philanthropy in medical education today. 
As the Congress continues its extensive deliberations on federal aid including 
scholarships and loans, a private foundation has moved with a vigor that will 
gladden the hearts of all medical educators. Let others follow suit! 


JOHN Z. Bowers, M.D. 
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AGE DISTRIBUTION OF MEDICAL FACULTIES 
AND SOME SELECTIVE SERVICE AND MOBILIZATION IMPLICATIONS 


Information derived from the Faculty Registry provides data which could be 
of significance in the event of a national emergency.' A full recognition of the 
possible impact of such an eventuality on the medical faculties, coupled with ap- 
propriate pre-planning to meet the changing situation, might do much to minimize 
the disruption of medical education in a period of stress. 

For this reason we present the following information summarized in two parts 
as follows: 

1. Distribution by age of full-time and part-time faculty members. 

2. Selective service and reserve status of full-time and part-time faculty 

members. 
TABLE 1 
AGE DISTRIBUTION OF FULL-TIME AND PART-TIME FACULTY MEMBERS IN 
U. S. MEDICAL SCHOOLS DURING ACADEMIC YEAR 1959-60 


FULL-TIME 


Ph.D. & 

Age M.D Percent Others Percent Total Percent 
81-90 <0.1% <U.1 
71-80 18 0.3 21 0.6 39 0.4 
61-70 364 5.1 181 4.9 545 5.0 
51-60 880 12.4 519 14.0 yoo9 12.9 
$1-50 2,074 29.2 1,014 27.3 3,088 28.6 
31-40 3,540 49.9 1,714 46.1 5,254 48.6 
21-30 172 2.4 241 6.5 413 3.8 
NR 51 0.7 24 0.6 75 0.7 
Total 7,101 100.0% 3,714 100.0% 10,815 100.0% 

PART-TIME 
81-90 20 0.1% 1 O.1% 21 0.1% 
71-80 212 0.9 29 1.9 241 1.0 
61-70 1,956 8.3 112 7.6 2,068 8.3 
51-60 5,391 23.0 292 19.5 5,683 22.7 
41-50 8,454 36.0 479 32.0 8.933 35.8 
51-40 7,262 30.9 519 34.6 7.781 31.1 
21-30 72 0.5 52 3.5 124 0.5 

NR 121 0.5 14 0.9 35 0.5 

Total 23,488 100.0% 1,498 100.0% 24,986 100.0% 


From Table 1 it can be seen that somewhat more than half the full-time faculty 
members were 40 years of age or younger. The distribution for both M.D.’s and 
non-M.D.’s was similar. The mean age for all full-time faculty members was 
42 years; the median was 40 years. 

Among part-time teachers in medical schools only about a third were 40 years 
of age or younger. The mean age for this group as a whole was 47 years; the 
median was 46 years. 

A similar age distribution among full-time and part-time faculty members was 
reported by Diehl, et al. in the article entitled, “Medical School Faculties in the 
National Emergency,” published in the Journal of Medical Education, Vol. 27, 
Part I in July of 1952. 

Current provision of the Universal Military Training and Service Act, passed 
by the 86th Congress to expire July 1, 1963, limits the liability of doctors, dentists 
and allied specialists to those who have not yet reached their 35th birthday. Only 


‘See the last paragraph of Datagrams, Vol. 2 No. 6, December, 1960 for a discussion 
of the limitations of the data. 


*Submitted by the Division of Operational Studies of the AAMC. 
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those specialists who are otherwise liable as regular registrants are subject to 
induction under the present Selective Service Law. 

Information from the Faculty Registry indicates that in the academic year 
1959-60 approximately 2,855 full-time and 2,681 part-time faculty members were 
in the eligible-for-service group on the basis of age. About 26% of the full-time 
faculty were under 35 years of age. The proportion of part-time under 35 was 
almost 11%. Information concerning Selective Service classification was not 
entirely complete for either group. However, based on this tabulation, the pro- 
portional distribution of the eligible group according to the five major classifica- 
tions was as shown in Table 2. 


TABLE 2 
SELECTIVE SERVICE CLASSIFICATION OF MEDICAL SCHOOL FACULTY MEMBERS 
UNDER 35 YEARS OF AGE DURING ACADEMIC YEAR 1959-60 


FULL-TIME PART-TIME 

Classification Number Percent Number 

I 196 6.9% 161 

II 114 J 58 

ill 84 2. 30 

I\ 547 9. 511 

V 750 26. 696 

NR 1,164 : 1,225 
Total Faculty 
Under 35 Yrs. 

of Age 2,855 100.0% 2,681 100.0% 


NOTE: Selective Service Classifications ure broken into numerous sub-categories. Those n 
to the present text are briefly summarized as follows: 

la. Available for processing and induction IIIa. Hardship or dependency classification 

d. Reserve classification IVa. Having a year or more of honorable service 
Ila. Occupational deferment 1Vd. Divinity status 

IIs. Student deferment IVf. Physically unfit 

a. Mainly those who have been deferred for some reason such as employment or 

26 but under 35 years of age. 


10st applicable 


education and are over 


It is interesting to note that among those under 35 years of age only about 7%, 
of full-time and 6% of part-time faculty members designated category I as their 
Selective Service classification. 

Data pertaining to reserve officer status are shown in Table 3. 


TABLE 8 


NUMBER AND DISTRIBUTION OF FACULTY MEMBERS REPORTING RESERVE STATUS 
By FULL-TIME AND PART-TIME APPOINTMENTS 


FULL-TIME PART-TIME 

Status Number Number Percent 

Ready 369 23.4% 74: 15.8% 

Standby 591 37.6 25.8 

Retired 616 39. 3735 58.3 

Total 

Faculty 

Reporting 1,576 100.0% 100.0% 

Six thousand two hundred and sixty-four full-time and part-time faculty mem- 
bers, or 17% of the total faculty included in the Registry, reported holding com- 
missions in the Reserve Officer Corps. Of these, 1,576 had full-time teaching 
appointments; 4,688 held part-time teaching positions. About 61% of the re- 
serves holding full-time teaching positions and 42% holding part-time positions 
were assigned to the “Ready” or “Standby” mobilization categories. Among the 
reserve officers, 219 full-time and 757 part-time faculty members had mobilization 
assignments. 

These data are submitted as being suggestive of some of the adjustments which 
medical schools collectively would have to make in case of a national emergency. 
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FOUR SEMINARS ON MEDICAL EDUCATION IN THE 
UNITED STATES, FOR GRADUATES OF 
FOREIGN MEDICAL SCHOOLS 


PALMER H. FUTCHER* 


Many graduates of foreign medical schools who are studying in this country 
will find that a knowledge of medical education in the United States will be of 
benefit to them. Upon return to their homes, they may use information of this 
type in shaping the curricula of schools in their country. They may be called 
upon to advise other physicians who are considering going to the United States 
for further training in a medical field. 

At the annual meeting of the Association of American Medical Colleges in 
the fall of 1960, the chairman of the Association’s Committee on International 
Relations in Medical Education, Dr. Robert A. Moore, suggested that instruction 
in the organization of medical education in the United States be offered to 
foreign graduates attending our schools. Subsequently, four seminars on “Medical 
Education in the U.S.A.” were offered in February, 1961, to foreign medical 
graduates at the Johns Hopkins Medical Institutions on an elective basis. While 
sponsored by the School of Medicine, the instruction also received the strong 
support of the administration of the School of Hygiene and Public Health. 

About one-half of the approximately 25 student participants were candidates 
for the degree of Master of Public Health offered by the latter school. The other 
half were clinical and research Fellows in the School of Medicine. Attendance 
by the many foreign Fellows in the School of Medicine proved to be limited; 
in particular, very few of the foreign house officers from the Hospital attended, 
in part owing to conflict with other afternoon responsibilities. 

Those electing the course attended consistently. Discussion by the student 
participants was active. The series was extended for an extra, fifth session 
at the request of the students; they desired to participate in a discussion of 
medical education in two other areas of the world, including Latin America, 
led by appropriate members of the class. 

Each seminar lasted 90 minutes. Introductory comments by the leader for 
the afternoon occupied 20 to 30 minutes; questions and discussion followed. 
The leaders and their general subjects were as follows: 

1. W. Barry Wood (Professor of Microbiology; chairman of Medical School’s 
Committee on Educational Policy and Curriculum). “Medical Education in the 
U.S.A.” Goals, Education of Medical Students (predoctoral), Selection of Medical 
Students, and The Financing of Medical Education (General). 

2. John C. Whitehorn (Professor Emeritus of Psychiatry; Former Chairman of 
School’s Committee on Residency Training). “Postdoctoral Medical Education.” Intern- 
ship and Residency, and Fellowships. 

, _ of the Dean, School of Medicine, Johns Hopkins University, Baltimore, Mary- 
and. 
* Assistant Dean, Johns Hopkins University, School of Medicine. 
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3. Russell A. Nelson (Director, Johns Hopkins Hospital; Chairman of Medical 
Institutions’ Medical Planning and Development Committee). “The Hospital and 
Medical Education.” The Hospital with Medical School Affiliation Organization, and 
The Hospital without Medical School Affiliation. 

4. Timothy D. Baker (Assistant Dean, School of Hygiene), Palmer H. Futcher 
(Assistant Dean, School of Medicine). “The Contribution of the U.S.A. to the Train- 
ing of Foreign Physicians.” (Brief recapitulation of preceding discussions as they 
relate to citizens of other countries. The special educational needs of foreign physicians 
Educational Council for Foreign Medical Graduates) . 


The students were supplied a brief bibliography, which is presented below: 


BIBLIOGRAPHY 


General 

Deitrick, J. E., and Berson, R. C. Medical Schools in the United States at Mid- 
Century. New York: McGraw-Hill, 1953. 

The Journal of Medical Education—official monthly publication of the Association 
of American Medical Colleges, the office of which is at 2530 Ridge Avenue, Evanston, 
Illinois. 

1960 Education Number of J.A.M.A., Vol. 174, No. 11 (November 12), 1960; 
republished annually in November, listing approved medical schools in U.S.A. and 
presenting other data, including information on programs of allied medical services, 
such as medical technology. 

1960 State Board Number of J.A.M.A., Vol. 173, No. 4 (May 28), 1960; republished 
annually in November, summarizing statistics on licensing of physicians in the U.S.A. 


Postdoctoral Medical Education 
1960 Postgraduate Courses Number of J.A.M.A., Vol. 173, No. 15 (August 13), 
1960; republished annually in August, listing postgraduate courses for physicians. 
“Requirements for Certification—American Specialty Boards,” revised to June 17, 
1960, prepared by the Council on Medical Education and Hospitals of the American 
Medical Association, 535 N. Dearborn Street, Chicago 10, Illinois. 


The Hospital and Medical Education 


1960 Internship and Residency Number of J.A.M.A., Vol. 174, No. 6 (October 8), 


1960; republished annually in October, listing approved internships and residencies 
in U.S.A. 


The Contribution of the U.S.A. to the Training 
of Foreign Physicians 

Weir, J. M. Obstacles to Medical Education at the International Level. J.A.M.A., 
173:1451 (July 30), 1960. 

Correspondence on an American university’s part in educating foreign physicians 
by F. S. Smyth (University of California) and S. D. Ezell (Board of Medical 
Examiners, State of New York): J. M. Educ. 32:28 (October), 1957; 33:109 
(January), 1958; 33:549 (July), 1958. 
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PLACE OF ANTHROPOLOGY IN MEDICAL EDUCATION 


KHWAJA A. HASAN, M.A., B.Sc.,* 
and 
BRAHAM G. PRASAD, M.D., D.P.H., D.T.M.f 
Department of Social and Preventive Medicine, King George’s Medical College, 
Lucknow, India 


INTRODUCTION 


Medical education, it is true, is intensive, exacting, and utterly engrossing. 
The young practitioner of today is better equipped in technical abilities than 
were many of his predecessors. However, in many countries it is assumed that 
a medical student has enough cultural background. He is rapidly engrossed in 
medical learning and proceeds toward the goal of medical practice. However, 
hardly any opportunity is given to him to acquire the social and cultural knowl- 
edge that may help him to understand that “public” upon which he has to 
bestow his skills and from which he has to derive his livelihood. 

The medical students in India are usually from the cities; they are educated 
in cities, and, therefore, it is natural that they would be attracted to practice 
in the more lucrative and socially desirable urban setting; but 82.7 per cent 
of the population in India lives in villages. The difficulties of communication, 
lack of recreational activities and other amenities of city life, and barriers of 
dialect, etc., are some of the reasons due to which young medical graduates 
do not like to settle in rural areas and fail to adjust in the rural setting. 
Consequently, it is important that the medical students are given opportunities 
for close association with the village people to develop an understanding of 
rural life and culture, assessing the needs of the villagers and how they can 
best be helped in their fight against disease and disability. They can thereby 
be inspired to serve in places where their services are most urgently required. 

The process of planning, organizing, and operating a medical or public health 
program that attempts to bring the knowledge and skills of scientific medicine 
to the service of the rural areas, where the background of science on which it 
rests is lacking or sometimes even rejected, calls for considerable knowledge 
of the general concepts of culture and social organization and an advanced 
knowledge of the rural cultural level for which the program is designed. It is 
proposed to consider here which of the three social sciences—i.e., anthropology, 
sociology, and social psychology—may help the medical men most to acquire 
such a knowledge. 

ANTHROPOLOGY AND SOCIAL MEDICINE 

There are two peculiarities of anthropological discipline which provide greater 
opportunities for the anthropologists and the health workers to establish good 
relationships and be of greater help to one another. These are the interest of 
both public health workers and anthropologists in human biology (physical 


* Research Fellow, Indian Council of Medical Research. 
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anthropology) and a sharing of interest in human ecology. Whereas other social 
scientists are interested in the study of social environment only, anthropologists 
are interested in the natural environment as well (3). 

Medical colleges in India have recently begun to re-examine their entrance 
requirements and to pay attention to the point of view that students should 
study social sciences and humanities. The establishment of departments of 
social and preventive medicine in medical colleges and the growing literature 
in the field of “social medicine” and “medical anthropology” give indication of 
the vigor of the current trend and the direction in which trends are developing. 
If medicine is to function for the advancement of human welfare, the medical 
man needs to know something of social sciences, their historical developments, 
concepts, contents, procedures, tools and techniques, limitations, and technical 
language. On the other hand, the social scientist, working with specialists in 
the field of medicine, should have a comparable knowledge of medicine, public 
health, and of the underlying biological and physical sciences. For example, 
a medical student cannot appreciate the importance of family planning for 
better health unless he understands the problem of population. A social scientist 
cannot effectively speak on population problem unless he understands the 
methods of family planning and their limitations. The habit of walking bare- 
footed by village folk in India has been found to be responsible for hookworm 
infestation and anemia. Similarly, the relationship of polyandry with venereal 
diseases among the Khasas of Jaunsar Bawar area in the State of Uttar Pradesh 
in India has been pointed out recently (2). These and many other social and 
cultural factors in health and disease and social and cultural implications of 
modern medicine and public health programs can be understood only when both 
medical men and social scientists are equipped with some of the understanding 
of the other’s area of professional competence (4). As already pointed out 
above, anthropologists are in a more advantageous position than other social! 
scientists in this respect. Since anthropology is an overlapping study with 
bridges into the physical, biological, and social sciences and into the humanities. 
the workers in this field are in a better position to have a comparable knowledge 
of medicine and public health and in turn can communicate their knowledge 
and experiences of socio-cultural and physiographic environments. Thus, anthro- 
pology and medicine have much to give to each other (1). 


SOLUTION OF THE PROBLEM 

Although there is beginning to be considerable agreement that students of 
medicine and related fields should know something of the social sciences in 
general and anthropology in particular, there is less clarity about where, when, 
and in what circumstances such knowledge should be communicated. One way 
would be that students planning to go into medicine should be given a_ back- 
ground in social biology (physical anthropology). In premedical education in 
India students planning to go into medicine have to offer biology as a main 
subject in the scientific group, with one paper each on zoology and botany. If 
a third paper on social biology is introduced in the same subject, then a broad- 
based background in bio-social science along with physics and chemistry would 
be made possible. 

A second way of teaching social science to students of medicine and related 
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fields would be to include anthropological materials in the undergraduate medical 
curricula. The inclusion of anthropology in medical education is becoming 
increasingly important. This may be of assistance in making medical education 
broad-based and equipping physicians better for the advancement of human 
welfare. 
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Report 


THE HARVARD PROGRAM FOR TEACHERS OF PREVENTIVE 
MEDICINE AND PUBLIC HEALTH 
CARL E. TAYLOR, M.D. 
Harvard University School of Public Health, Boston, Massachusetts 


ORIGIN AND DEVELOPMENT OF PROGRAM 
Modern Trends in Teaching Preventive Medicine 


A particularly significant change in medical education in the last 2 decades 
has been the re-orientation and growth of departments of preventive medicine. 
Traditional approaches to teaching public health have been sharply curtailed 
because the largely didactic and superficial coverage did little more than alienate 
student interest. Instead, two major emphases have been introduced in experi- 
mental programs in various parts of the world. 

Clinical preventive medicine as part of comprehensive medicine-—Major 
changes in disease patterns and lay sophistication in health matters require 
practicing physicians to devote more attention to disease prevention and health 
preservation than has been traditional. This change is reflected in medical 
schools by the recognition that all clinical and preclinical departments should 
share responsibility for teaching about prevention. Particularly in out-patient 
teaching it has been possible to develop comprehensive medical services in 
which the skills of diverse specialists are brought to bear on the needs of 
patients. An immediate post-war phenomenon was the trend to appoint clinicians 
as heads of departments so that the preventive emphasis in comprehensive 
medicine could be adequately stressed. It is to be anticipated that, as other 
clinical departments assume increasing responsibility for this type of com- 
prehensive medicine, the role of departments of preventive medicine will be 
increasingly one of coordination and stimulation. 

Community and social medicine with the primary research discipline being 
epidemiology.—A community or group orientation represents a unique con- 
tribution of departments of preventive medicine within the academic framework 
of medical schools. As responsibility for teaching clinical preventive medicine 
and comprehensive medicine is increasingly assumed by the clinical departments, 
it will be possible for departments of preventive medicine to concentrate more 
on the community and social emphasis which no one else can or should take 
primary responsibility for in a medical school. With increasing general acceptance 
of Virchow’s dictum that “medicine is a social science,” doctors are expected 
to be more active in evaluating and modifying the ecological factors that influence 
health. With growing demand for and application of epidemiological skills in 
modern research, departments of preventive medicine can contribute methods 
and facilities for community and population investigation to team efforts within 
medical schools. 
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The present shift in teaching preventive medicine occurred first in western 
countries because of changing social conditions and the demands of new disease 
patterns; chronic, noncommunicable conditions required greater attention to 
social factors of causation. In newly developing countries the relevance of 
modern teaching in preventive medicine has led to wide theoretical acceptance 
but inadequate implementation. A primary need in improving health conditions 
in developing countries is preparation of a new generation of doctors among 
whom the integration of preventive with curative practice is reflexive. The 
basic pattern of medical and health care which is developing for the majority 
of the world’s population who live in the rural areas of developing countries 
is based on a system of rural health centers integrated into regionalized health 
services. The large numbers of doctors required for these centers need to have 
a whole new orientation introduced into their education, with the most logical 
feature being the use of teaching health centers for a major part of their 
practical work in both preclinical and clinical years. 

In most regions of the world series of conferences have been held in the last 
5 years to discuss the teaching of preventive and social medicine under the 
auspices of regional offices of W.H.O., I.C.A., Rockefeller Foundation and the 
national governments. A large degree of unanimity has developed about objec- 
tives and the general pattern of education desired. It is, of course, clear that 
local variations and appropriate innovations will be necessary to meet specific 
needs in particular countries and individual medical schools. 

Need for Program for Teachers of Preventive Medicine and Public Health 

As a result of the widespread acceptance of modern preventive and social 
medicine teaching, many countries have set up official requirements for new 
departments. These ambitious regulations have, in general, been difficult to 
implement because of lack of teachers. Finances and facilities can be readily 
provided for new departments, but the only teachers available are often retired 
public health officials. The growing need for a program specifically designed to 
prepare teachers to organize new departments caused W.H.O. in 1955 to request 
Harvard School of Public Health to organize such an activity. Nine medical 
school departments of preventive medicine in the Eastern United States! have 
cooperated by taking our students for teaching residencies. 

Objectives 

The general objective is to provide postgraduate education for teachers of 
public health and preventive medicine. More specific objectives are: 

1. To clarify understanding to what preventive medicine is and how it can 
be applied at the three levels of individual, family and community. 

2. To arrange individualized programs building on the academic background 
and experience of each candidate so as to ensure that they have sound prepara- 
tion in both clinical preventive medicine and public health. 

3. To provide theoretical and practical work in educational methods. 

4. To provide experience in research methods. 


‘Tufts University School of Medicine, Boston University School of Medicine, Cornell 
University Medical College, University of Vermont College of Medicine, State Uni- 
versity of New York, Upstate Medical Center, State University of New York, Down- 
state Medical Center, University of Pennsylvania School of Medicine, Western Reserve 
University Medical School, Vanderbilt University School of Medicine. 
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Program Activities 


The original plan for this experimental program included an attempt to 
provide preparation in each of the above areas considered useful for teachers 
of preventive medicine. Modifications have been necessary as we learned about 
the feasibility of specific activities, and a major re-evaluation was carried out 
in 1959. It was agreed that the program had demonstrated its value and should 
be incorporated into the regular academic structure of the School of Public 
Health rather than being continued as an experimental, interdepartmental unit. 
The following activities are provided: 

Public health and community medicine.—This type of preparation has fitted 
in readily with the normal activities of the School of Public Health. Students 
are expected to acquire a Master’s degree in Public Health if they do not have 
equivalent preparation. They can pursue specialized studies in areas of public 
health related to their particular interests. Basic public health training is 
recognized to be even more important for students coming from other countries 
than for teachers preparing for work in the United States. Where doctors are 
being prepared for rural health center service, the general physicians should be 
adequately prepared to assume responsibility for implementing community health 
measures. One recent change in our program at Harvard is that, instead of 
being limited in their academic affiliation to being members of the program 
for teachers, students now can also major in one of the departments of the 
School such as Epidemiology, Maternal and Child Health, or Microbiology. We 
are trying to encourage those who show particular competence to stay on in a 
department and work for a doctorate in Public Health. 

Clinical preventive medicine.—It is felt that a sound background in clinical 
medicine is extremely important for a good teacher of preventive medicine. 
Without understanding disease it is difficult to contribute much to its pre- 
vention. The prestige of teachers of preventive medicine with both faculty 
colleagues and students is enhanced if they are recognized to have basic com- 
petence in clinical medicine. Modern teaching in departments of preventive 
medicine often includes the use of integrated curative and preventive facilities 
either in comprehensive care clinics in out-patient departments or health centers 
with basic clinical services. During the course opportunities are provided for 
observation in clinical preventive medicine facilities of cooperating depart- 
ments of preventive medicine such as home care programs and comprehensive 
and family clinics and in infectious diseases. 

The Seminar in Preventive Medicine and Public Health—This seminar which 
meets once a week throughout the year has been the core of the program. With 
increasing experience in this type of seminar teaching, it has been possible 
to develop with each group an intensive analysis of the whole academic area 
of preventive medicine. Detailed study is undertaken of various experiences 
in teaching preventive and social medicine and their applicability under different 
situations. Two to 3 weeks of peripatetic seminars have been the field part of 
this teaching, and, through visits to selected medical schools in the Eastern 
United States and Puerto Rico, it has been possible to observe in detail many 
of the activities discussed in our seminars. 


Theoretical study and practical experience in educational methods.—The fact 
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that we had groups of teachers coming to us for 1-2 years of intensive study 
provided a unique opportunity to experiment with introducing pedaogical 
knowledge and experience into their preparation. As far as we know, this is 
the first time that a group of medical school teachers have been taught how to 
teach, other than through summer institutes such as those held at Buffalo and 
Chicago. The basic seminar in educational methods has been conducted by 
specialists from the Harvard Graduate School of Education and has covered 
subjects such as psychology of learning, teaching for attitude change, case 
method of teaching, communication, methods of examination and evaluation, 
and practical discussions on what can be done with a lecture or seminar and 
how to achieve the desired results. As part of the regular seminars in preventive 
medicine each of the members of the group presents a series of 10-minute 
teaching sessions which are discussed by the whole group. The presentations 
are tape-recorded, and in tutorial sessions more specific attention is paid to 
improving the individual’s teaching skills. For the past 5 years our men have 
been assigned to teaching residencies in the cooperating medical school depart- 
ments. During their second year in the program they were rotated through 
the various types of teaching conducted by the department, with responsibility 
according to their proficiency. With the projected development of residency pro- 
grams approved by the American Board of Preventive Medicine, a cooperative 
relationship is anticipated which will permit us to work any department with 
an approved residency program. 

Research.—The prestige of departments of preventive medicine will depend 
largely on their research. Especially important is the provision of epidemiological 
skills for cooperative research with other medical school departments. Members 
of our group have opportunity to develop projects which should give them some 
competence in a particular research area. The field research has included such 
exotic studies as dysentery in Arctic Greenland, acceptance of contraceptives 
in Puerto Rico, accidents on Vermont farms, and two studies among Navajo 
Indians on nutritional anemia and deafness due to otitis media. Many more of 
the studies have been conducted closer to Boston. One of the members of this 
year’s group has developed a test which shows some promise of aiding in the 
discovery of pre-diabetes, while another has been learning radio-biological 
methods in order to undertake a long-term field investigation of fishermen in > 
South India who live on radioactive beaches. According to present plans, during 
the second year of the program students will have increasing opportunities to 
do research. Although these projects will be less advanced than doctorate pro- 
grams, they will be directly related to long-range studies which candidates can 
undertake in their own medical schools. 

International health.—Increasingly, the seminar and other activities are prob- 
ing the general problems of international health. Discussions center around 
topics such as regionalization of health services, the organization and operation 
of rural health centers, preparation of health personnel for rural service, and 
relationships to indigenous practitioners. 


Students 
Thirty-eight students have been assigned specifically to the program, and an 
additional 23 students have participated in seminars and other activities. These 
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61 teachers have come from 21 countries with the following regional distribution: 
India, Pakistan, Ceylon—20; U.S.A., Canada—16; Far East, Australia—12; 
Middle East—6; Latin American—5; Europe—2. 


FUTURE OUTLOOK 


Students 

The admission standards of the School of Public Health have been rising 
rapidly during the past several years. The larger number of applicants has 
increased the competition for the 80 openings each year at the master’s level. 
A decrease in the proportion of foreign students in the teachers’ program has 
been compensated for by admission of American students interested in inter- 
national health. To partially provide for the preparation of applicants who 
cannot be admitted to our course, regional programs for teachers are being 
developed which are more or less patterned on the one here at Harvard. Two 
years ago Calcutta School of Hygiene started such a program, and we have 
participated in the planning for other centers in Latin America and the Middle 
East. 

Evaluation of Activities 

In 1959 a general evaluation of the program led to appropriate administrative 
adjustments. Continuing evaluation is also provided by contacts with members 
of the group who are now back in their own medical schools. During the summer 
of 1959, eleven graduates in India, three in Thailand, and two in Japan were 
visited. These visits not only helped evaluate the Harvard program but also 
assisted our graduates in developing their departments. In the summer of 1960 
visits were made to departments of preventive medicine and public health 
in all the medical schools in Turkey, Iran, and Pakistan to prepare for a con- 
ference on the teaching of preventive medicine in the Middle East which is to 
be held in the spring of 1961. 


Eventual Prospects 

Harvard School of Public Health is strongly oriented toward the preparation 
of teachers and research workers, and this program fits logically into the 
school’s activities. As the program for teachers has stabilized, it has been 
incorporated into the regular academic program. In addition to the continuing 
need for staffing the many rapidly developing medical schools, we are beginning 
to receive requests from our own graduates for the admission of junior members 
of their departments. With our increasing orientation toward general inter- 
national health work, this effort may also form the nucleus for an even broader 
emphasis in preparing specialists in international health. 
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Letter to the Editor 


I have read with interest a recent “Letter to the Editor” in The Journal of 
Medical Education from Dr. S. M. Tenney (35:553-57, 1960). Since my sympa- 
thies are similar to his, I am prompted to write down some points favoring an 
increase in numbers of the schools of basic medical science. It seems safe to 
assume that the need for more medical school graduates, new sources of medical 
educational funds, and the decreasing size of the third- and fourth-year classes 
in the present schools are so well known as to be truisms. Several major advan- 
tages in coping with these problems are available to the basic science medical 
schools. 

The basic science medical school offers new possibilities for recruiting medical 
students. For the past 3 years the number of applicants to the present medical 
schools has diminished annually. With these basic science schools on university 
campuses the student advisors would have constantly before them the possibility 
of premedical planning for many able future physicians who are currently being 
directed into other areas because of the remoteness of a distant medical school 
while the engineering and science schools are very close. 

The participation of the basic science medical school staff in the university 
functions would ever keep alive the dream of being a doctor in the minds of 
students who might otherwise lose it. Perhaps even more pertinent to the 
recruiting position of these schools is the role of speakers from the medical 
faculty to county medical societies, hospital groups, service clubs, high school 
science clubs, and high school graduations. There, not only the possibilities of a 
life in medicine can be stressed, but also the speaker’s authoritative position 
and physical presence may awaken or reawaken dreams in the minds of students 
of emulating him. Personal contacts have always been the best source leading 
students to ultimately becoming a physician or surgeon. 

Most of the basic science medical schools would have annual classes of 25-50 
at the maximum. Since contacts between faculty and students can have started 
during the university premedical careers of the students, extremely fruitful 
personal counseling and individual assistance will exist in the small classes of 
these 2-year schools. As part of these contacts, it is inevitable that the medical 
school faculty will be included in the telated staff meetings of the total university 
to evolve departmental plans and to develop teaching programs. In fact, the 
basic science school faculty can participate at all teaching levels and, in exchange, 
call on their related premedical professors for appropriate teaching assistance. 

Relationships such as the above offer two other advantages. The first, that 
of finding the candidate with research and/or teaching potential to be steered 
toward this end rather than to continue to a possibly unhappy role in clinical 
medicine; the second, that of steering the frank misfit out of medicine before 
too much of his time and financial] resources have been squandered. Close personal 
contacts and deep sympathetic understanding continue to be better bases for 


student selection than any battery of psychological and aptitude tests yet 
developed. 
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The faculty of the basic science medical school has another unique oppor- 
tunity—i.e., to relate closely physicians in general practice, specialists, and 
personnel in ancillary medical specialties to the various teaching departments 
of their school so that the student can ever be aware of the relationships existing 
between his current studies and his proposed future life. 

The passing of the family physician and the generalist are constantly bemoaned: 
yet, in the present 4-year medical college, the student is presented only the 
advanced scientist in his basie science courses and the super-specialist during 
his clinical years. The opportunity for daily classroom contacts between student 
and generalist will do much to balance our present trend to specialization and 
can be best offered in the basic science schools. 

As more and more clinical material is being taught during the first 2 years 
of medical school, the basic science schools can also accomplish such teaching 
by relating community hospitals and clinics to their program just as the local 
physicians would be incorporated into school activities. These relationships would 
inevitably improve the level of practice both by making the physicians alert to 
the questions asked by students and by forcing the hospital administrators to 
elevate their hospitals to full accreditation to maintain these associations. Those 
with nursing schools barely able to stay approved would be stimulated to have 
top-rated nursing schools, not only because of the ward contacts of staff with 
student nurse and student doctor but more especially because of the inter- 
related teaching roles assumed by the faculty of the medical school with that 
of the school of nursing. 

The presence of a basic science school in a university community brings added 
research monies, visits from touring outstanding medical and scientific per- 
sonnel, and obtains roles for the faculty on federal research advisory groups, 
study sections, and councils, all of which stepwise raise the community level 
of medical service in all its possible spheres. 

There is no doubt that many states cannot yet afford a full medical school or 
indeed provide the facilities for the clinical teaching years. Similarly, there 
are colleges and universities which should not undertake the sponsorship of 
full 4-year medical schools with the necessary related internships and residencies. 
Nevertheless, many of these states and many of these colleges and universities 
already have or could readily accumulate the necessary resources to undertake 
the sponsorship of a basic science 2-year medical school. Encouragement and 
guidance, plus an understanding that their “graduates” could finish medicine 
elsewhere, would lead to the development of more such schools than now exist 
or are even suspected of being possible. 

The march of the basic science schools into the folds of the full 4-year medical 
schools has been constant since World War II. This in itself is good, but it 
has tended to frighten other states, other colleges, and other universities from 
any thought of organizing new basic science medical schools, since it seemed 
that their death knell had been sounded. Now only three approved 2-year basic 
science medical schools remain in the United States, in spite of the fact that 
there are many sites where others could appropriately be in existence. 

If we are to meet the need for physicians every resource must be utilized. 
As stated above, many states, universities, and colleges have untapped resources 
which could be developed by the encouragement of the formation of new 2-year 
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basic science medical schools. It has been said that major league baseball could 
not exist at the level of excellence it has achieved without the minor league farm 
clubs, many of whom, incidentally, also play superb baseball. Could we not take 
a lesson from this sport and develop the possibilities of several basic science 
medical schools, feeding students into the last 2 years of the big 4-year medical 
schools and even, incidentally, from time to time moving outstanding teachers 
and scientists up to the “major leagues” of medical education? 

Do not misunderstand the simile of the major and minor league ball clubs. 
This should in no way reflect on the teaching or research level of either the 
basie science or the 4-year medical institution. Both types of schools must always 
measure up to the requirements for approved medical schools as laid down by 
the Association of American Medicai Colleges, the Educational Committee of 
the A.M.A., and similar groups. There should be no diminishing of sound require- 
ments for medical education, only constant improvement based upon periodic 
re-evaluations of the standards by the appropriate approving agencies. 


ALFRED H. LAWTON, M.D., Ph.D., Sc.D. 

Asst. Director, Professional Services, 
for Research and Education 

Veterans Administration Center 

Bay Pines, Florida 
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Communication from N.1.H. 


CAREER RESEARCH PROFESSOR PROGRAM 
JAMES A. SHANNON, M.D.* 


As indicated in the June issue of the Journal, the National Institutes of Health 
has decided not to make awards under the Career Research Professorship Pro- 
gram announced in October, 1960. The decision not to make awards under an 
announced program after applications have been received is a step of such con- 
sequence that the institutions and individuals concerned are entitled to know 
the full background. 

Origin of the program.—The Committee of Consultants of Medical Research 
to the Committee on Appropriations of the United States Senate issued in May 
1960 a report, “Federal Support of Medical Research,” which recommended that: 

Funds should be provided through the National Institutes of Health in fiscal year 
1961 to support the establishment of 200 research professorships in medical and dental 
schools and the basic science departments of colleges and universities at a salary level 
of $20,000 a year, the funds to be made available to, and administered by, the respective 
institutions. 

Subsequently, funds were appropriated for this purpose, and the guides for 
administration of the program were prepared. These were discussed with a large 
number of individuals from universities and with representatives of professional 
organizations. At that time, questions raised by these individuals related chiefly 
to such matters as the eligibility of faculty members with administrative duties, 
the firmness of the Federal Commitment to provide stable support, the fate of 
the award if the awardee changed schools, and other matters largely of an admin- 
istrative nature. 

However, over the ensuing months as institutions selected candidates, some 
more fundamental questions arose in the minds of the institutions and of the 
Federal administrators. These were as follows: 

a) Some institutions had begun to have misgivings over the terms of a program 
which involved the Federal Government, even indirectly, in the selection of professors. 

b) Some institutions were reluctant to make nominations because they did not wish 
to place full professors in national competition with each other or with professors from 
other institutions. 

c) Other institutions were reluctant to make nominations because they felt that 
the award would not be stable, basing this view upon the words of the guide indicating 
that the awards would be initially for five years with a promise of support for the 
additional years, contingent upon annual appropriations. 

d) On the part of the Federal Government, it was realized as applications were 
received that there had not been an adequate understanding with the universities as 
to the nature of the commitments that both they and the Federal Government should 
assume if a program for career support were to be fully acceptable and productive, 
and of the qualifications of candidates. 

e) The guides stated that “Career Research Professors will be selected for support 
on the basis of demonstrated capacity to pursue with distinction a professorial career 


*Director, National Institutes of Health. 
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in independent research and teaching. The awards will, in general, be for full pro- 
fessors but may, in exceptional circumstances, be extended to associate professcrs.” 
When the appiications were reviewed as a group, it was found that a high proportion 
of the applicants were full professors of high distinction who were approaching, or 
who had entered, the final stages of their careers. Each institution acted in good 
faith within the terms of the guides, but the whole group did not possess characteristics 
in accord with the intent of Congress. 

f) The guides further stated that, in the event a candidate is selected from statf 
currently paid by regular institutional funds, the institution must give assurance that 
the funds released will be applied toward the employment of additional professorial 
staff. This clause was intended to permit the occasional nomination under special 
circumstances of a candidate who might already have a stable position and income. 
Again, however, when the applications were reviewed, it was found that a high pro- 
portion of the nominees were full professors with tenure. The effect of the program 
would have been largely to release the university funds formerly used for the payment 
of the salaries of full professors for the appointment of junior faculty. This was not 
the intended major effect of the program as described to and accepted by the Congress. 

No one of these reservations was conclusive, some of these were mutually ex- 
clusive, and they were given various weights by those concerned with the program. 
But in total, they constituted substantial reason to review with care both the 
fundamentals and the operating guides for the program. Such considerations 
led the National Advisory Health Council to pass the following resolution on 
March 15, 1961. 

The National Advisory Health Council wishes to record its firm belief that there 
exists a serious need for provision of continuing salary and position support for a 
substantial number of investigators of demonstrated competence in the biomedical 
sciences. Many such individuals are presently supported from research grants to 
themselves as Principle Investigators or from the research grants of other investi- 
gators. Other investigators are supported by various Fellowship programs, and can 
look only to research grants for their future salaries since the financial resources of 
our universities, teaching hospitals and research institutes are already overstrained. 

The program now entitled “Cancer Research Professorship” which was designed, at 
least in part, to meet this serious need, might have done so had it not been confused 
with yet a second aim, namely the identification, recognition and support of Career 
Research Professors who would be selected for support on the basis of demonstrated 
capacity to pursue with distinction a professorial career in independent research and 
teaching. 

The National Advisory Health Council recognizes, indeed, that both aims are worthy, 
but asserts that it is administratively impossible to serve both ends within a single 
program. Accordingly, it is recommended: 

1) That the Career Research Professorship Program, in its present form, be 
abandoned before implementation in the form of specific awards. 

2) That the Senior Research Fellowship Program be expanded and appropriately 
modified to meet the need for stable and continuing support of investigators of demon- 
strated competence in the biomedical sciences. 

3) In order to fulfill the Congressional intent in providing funds for the Career 
Research Professorship Program, it is recommended: That the funds originally in- 
tended for implementation of the Career Research Professorship Program in fiscal 
year 1961 be merged with the funds available in this year for the Senior Research 
Fellowship Program. 

4) That serious consideration be given to the development of means to provide for 
a limited number of Distinguished Professorships in the Biomedical Sciences. 
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In the light of this resolution of further consider:tion of the applications and 
guides, the Inter-Council Committee on Career Research Professorships, which 
has been convened to make recommendations on applications was asked to consider 
the basic elements of the program and to advise on its future. 

On the basis of the considerations brought forward by this group and further 
deliberation, it was decided (1) not to make awards under the October, 1960, 
guides, (2) to revise and issue new guides as quickly as possible, (3) to return 
all applications with a request that institutions review them in the light of the 
new guides and make new nominations, (4) to return the No. 2 appropriation 
for Career Research Professorships in fiscal year 1961 to the Treasury, and (4) 
to make awards in the second half of calendar year 1961. 

A list of members of the Inter-Council Committee on Career Research Pro- 
fessorships follows: 


INTER-COUNCIL COMMITTEE FOR RESEARCH PROFESSORSHIPS GRANT PROGRAM 


National Advisory Allergy and Infectious 
Diseases Council 

Dr. W. Berry Wood, Jr. 

Johns Hopkins Medical Institution 

601 North Broadway 

Baltimore 5, Maryland 


National Advisory Arthritis and Metabolic 
Diseases Council 

Dr. William D. Robinson 

School of Medicine 

University of Michigan 

Ann Arbor, Michigan 


National Advisory Cancer Council 
Dr. J. Walter Wilson 

Professor of Biology 

Brown University 

Providence, Rhode Island 


National Advisory Dental Research Council 
Dr. Willard C. Fleming 

Dean, College of Dentistry 

University of California Medical Center 
San Francisco, California 


National Advisory Neurological Diseases 
and Blindness Council 

Dr. Clinton N. Woolsey 

Department of Physiology 

University of Wisconsin 

Madison 6, Wisconsin 


National Advisory Heart Council 


Dr. H. Burr Steinbach 
Professor of Zoology 
University of Chicago 
Chicago, Illinois 


National Advisory Mental Health Council 


Dr. John C. Whitehorn 
210 Northfield Place 
Baltimore 10, Maryland 


National Advisory Health Council 


Dr. Phillip Handler 

Chairman, Department of Biochemistry 
and Nutrition 

Duke University School of Medicine 

Durham, North Carolina 


Chairman, Inter-Council Committee 


Dr. Sidney Farber 
Professor of Pathology 
Harvard Medical School 
Boston, Massachusetts 


Alternate 
National Advisory Neurological Diseases 
and Blindness Council 


Dr. Houston Merritt 

Dean, College of Physicians and Surgeons 
Columbia University 

New York 32, New York 
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Abstract Editor 


Centri Consultori per i Fumatori in 
Cecoslovacchia (Consultation Centers 
for Smokers in Czechoslovakia). AN- 
TONIN FINGERLAND. Minerva Medica, 
Vol. 52, No. 10, pp. 213-214 (Feb. 3), 
1961. 

The Director of the Institute of Path- 
ological Anatomy, University of Hradec 
Kralové (Czechoslovakia) discusses here 
the evidence pointing to a relation be- 
tween habitual smoking and lung cancer, 
as well as certain heart and stomach dis- 
orders. In support of his conviction that 
such a relationship does definitely exist, 
the conclusions reached by the most com- 
petent medical authorities are adduced, 
such as the British Medical Research 
Council, the U. S. Public Health Service, 
the American Heart Society, and the 
Mayo Clinic. Heavy smoking, he points 
out, in view of the latest findings in med- 
ical research, must be considered as a 
threat to public health. Therefore, gov- 
ernment Public Health Agencies of sev- 
eral countries have already established 
special committees to study the question 
and to find adequate methods of fighting 
and preventing the damage caused by 
smoking. Such a committee, composed of 
seven scientists (several smokers among 
them!), has been set up recently in 
Czechoslovakia. In the opinion of the 
author, the question is serious enough 
to be a matter of concern to the World 
Health Organization, which, in view of 
the splendid results it has obtained com- 
batting malaria and tuberculosis, would 
be the most competent body to fight also 
this threat to public health. Meanwhile, 
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on the basis of our actual knowledge 
of the damage caused by smoking, the 
Regional Center of Health Education of 
the Hradec Kralové District decided that 
a group of doctors study the question 
further in order to find ways in which 
to alert the people to the risks involved 
in smoking, and to help them get rid 
of the habit. For these purposes, a con- 
sultory center for smokers, run by sev- 
eral physicians, was established a year 
ago in Hradec Kralové. During its first 
year of functioning, over 1,000 persons 
have come to the center for consultation, 
mostly men in the 30-50 age groups. 
Ninety per cent of these, after having 
been advised of the actual threat to their 
health, have subsequently reduced their 
tobacco intake considerably or have 
stopped smoking altogether (33 per 
cent). The good results obtained in this 
center led to the creation of similar ones 
in other Czechoslovakian cities as, for 
instance, in Prague. 


Ueber Soziologische Arbeitsmethoden in 
der Erforschung von Problemen der 
Aerztlichen Allgemeinpraxis (Socio- 
logical Working Methods in Research 
on the Problems of General Medical 


Practice). FRITZ GEIGER, Miinchener 
Medizinische Wochenschrift, Vol. 103, 
No. 8, pp. 411-415 (Feb. 24), 1961. 
General practice is becoming increas- 
ingly a part of scientific medicine, a 
proper field of research, with investiga- 
tors, dynamics, and working methods of 
its own. Yet the vast field of general 
practice is still to a large extent scienti- 
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fically unexplored. If general practi- 
tioners themselves are to undertake sci- 
entific research in that area, their first 
task must be to establish adequate meth- 
ods and a technique and terminology 
proper. Among the many “standard 
methods” for general practice research, 
the sociological methods must certainly 
be taken into consideration. Discussed 
in this article are the following methods 
offered by modern sociology: (1) inter- 
view, (2) observation, (3) experiment, 
(4) analysis of content, (5) quantitative 
analysis, (6) sociometrics, (7) case 
studies, (8) sampling, (9) group ex- 
periments, (16) inquiry (enquetes, ques- 
tionnaires, etc.), (11) public opinion 
research, (12) action research, (13) 
panels, and (14) situation analysis. The 
author shows that modern sociology can 
decide whether the medical material se- 
lected is representative or nonrepresenta- 
tive and that it can provide essential 
contributions to the evaluation of facts, 
as well as to the prevention of their dis- 
tortion, even in the so-called purely medi- 
cal investigations. 


La Thérapeutique par la Parole dans 


Homérique (Therapy by 

Word in the Homeric Epos). PEDRO 

LAIN ENTRALGO. La Presse Médicale, 

No. 57, pp. 2245-49 (Dee. 24), 

1960. 

Lain Entralgo, Professor of the His- 
tory of Medicine at the University of 
Madrid, studies in this essay the Homeric 
concept of disease (nousos), medical 
treatment, and the use of the spoken 
word for therapy, as they appear in the 
Greek epic. A thorough scrutiny of the 
text of both Jliad and Odyssee reveals 
four different manners in which disease 
is conceived and interpreted: sometimes 
it is seen as the immediate effect of 
traumatism (in the case of injuries, for 
instance, especially those inflicted by 
weapons; 172 such instances have been 
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counted in both poems), or as the nat- 
ural consequence of given circumstances ; 
other times diseases are presented as 
the tangible sign of divine wrath, or as 
the manifestations of demoniac activi- 
ties. Yet whatever the causes attributed 
to it, one must ask, as Dr. Entralgo 
points out, of what consists really, for 
the Greek poet, the vital aspect of dis- 
ease to which the term nousos refers? 
This concept seems to correspond rough- 
ly to the various interpretations of dis- 
ease found among primitive peoples, 
which have been classified by F. E. 
Clements into the following three prin- 
cipal groups: (1) loss, or evasion, of 
the patient’s anima; (2) magic penetra- 
tien of the body by some object; (3) 
possession by evil spirits. The Homeric 
concepts of medicai treatment are closely 
related to the multiform appearances of 
disease. Yet, since Greek medical 
thought always preserves a direct con- 
nection with the idea of nature, it is 
necessary first to analyze the vision of 
nature which underlies Homeric thera- 
peutics. The various subjects of this 
vision of nature—oceans, rivers and 
clouds, plants, animals and man—present 
so many common traits that their dif- 
‘erent aspects may be divided into four 
main groups: (1) mutability; (2) the 
“divinity” (or divine intervention) of 
the movements of natural ‘beings; (3) 
the aging of worldly beings; and (4) the 
outline of laws and patterns which con- 
trol the movement of natural realities. 
This scheme is supported by numerous 
examples extracted from both Homeric 
poems. It is Dr. Entralgo’s conclusion 
that for Homer perceptible reality is 
mutable, sensitive to the action of the 
gods, and subject to certain, regular ag- 
ing processes. This, then, is the frame- 
work of the “therapeutic thought” of 
the Greek epos. As to medical practice 
and therapy which appear in the J/liad 
and the Odyssee, they can already be 
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divided into the main branches of sur- 
gery, pharmacology, and dietetic, but 
Dr. Entralgo analyzes here mainly two 
therapeutic practices less known or 
studied: catharsis and incantation, of 
which numerous descriptions can be 
found in both poems. The question of 
whether the cathartic rites in Homer’s 
work are definitely oriented toward the 
curing of an illness is answered by the 
author in the affirmative (in spite of 
differing opinions of several philologists 
and historians of religion), on the basis 
of the behavior of the principal Homer- 
ian heroes confronted by the Pest in 
the First Canto of the Iliad, and other 
examples. The use of incantation, on 
the other hand, presents definitely a 
magic character. Although the Greek 
word for incantation, épodé, appears 


only once in Homer’s work (in the Odys- 
see, XIX, when Ulysses, his leg injured 
by a wild pig, is surrounded by the 
maidens who, by chanting incantations, 


stop the flow of black blood), there are 
numerous instances of verbal formulas 
with magic character spoken or chanted 
in the patient’s presence in order to 
cure him. Furthermore, the use of the 
word for healing purposes is not limited 
to incantation in the Greek epos. There 
are two more ways to apply verbal ex- 
pression for therapeutic ends: the plea 
for health in form of a prayer addressed 
to the Gods, and the comforting conver- 
sation which has a therapeutic effect on 
the patient. Both differ radically from 
the magic épodé. Greek culture of later 
centuries shows, especially in Socrates 
and Plato, the exceptional therapeutic 
value accorded to the word. 


Un Cambio Inminente en la Medicina 
Actual (An Imminent Change in To- 
day’s Medicine). P. BussE GRAWITZ, 
M.D. La Prensa Médica Argentina, 
Vol. XLVII, No. 35, pp. 2369-74 
(Aug.), 1960. 
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An imminent and, in the opinion of 
Prof. Grawitz, unavoidable change in 
medical science is seen in cellular pa- 
thology being replaced by molecular pa- 
thology. This transformation, invalidat- 
ing Virchow’s and Cohnheim’s theories, 
is bound to alter radically medical con- 
cepts in a vast area of studies. In support 
of this thesis, a series of experiments 
and observations in the field of inflam- 
matory morphology are described. Their 
results, according to the author, confirm 
the following: (1) that all inflammatory 
cells are formed in situ; (2) that not 
a single leukocyte emigrates from ad- 
joining vases to the inflammation zone. 


General Practice Tomorrow. Learning 
about Medical Care. ROBERT LOGAN, 
M.D. The Manchester Medical Gazette, 
Vol. 40, No. 1, pp. 12-15 (Oct.), 1960. 
In view of the heavy criticism directed 

from all sides against the present meth- 

ods and objectives of medical training 
and, bearing in mind that the term “gen- 
eral practitioner” covers now about half 
of the doctors active in his country, Dr. 

Logan (Reader in Social Medicine at the 

University of Manchester) speculates on 

what might be done to improve the pres- 

ent situation—first from the theoretical 
and then from the practical point of 
view. Medical education, he points out, 
more than any other, is vocational: not 
only the body of knowledge but also its 
application must be taught, and medical 
knowledge is nothing if it is not intended 
to bring it to the aid of suffering hu- 
manity. The trouble now with medical 
education is that advances in the science 
itself have fundamentally changed the 
point of its application. Many of the 
new therapeutic techniques applied in 
the hospitals depend for their success to 

a large extent on early diagnosis. There- 

fore, the greatest importance is now in- 

creasingly attached to the specialized 
skills needed for pre-symptomatic screen- 
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ing and early diagnosis outside the hos- 
pital. The advent of scientific medicine, 
especially chemotherapy, has now pro- 
duced marked differences between the 
typical hospital case-load and the pa- 
tients treated at home. The author 
stresses the point that, although the 
hospital will necessarily continue to be 
the focal point of medical education, 
a place must also be found for the study 
and demonstration of nonhospitalized 
morbidity. To meet the new and chal- 
lenging functions which medical progress 
is thrusting upon him, the student needs 
re-orientation in the particular applica- 
tion of diagnostic techniques appropriate 
to the field of general practice; he needs 
to be aware of the fact that in general 
practice—unlike the hospital—the same 
tool is often used for different goals. 
It is also of the greatest importance— 
and often means a crucial decision—to 
know when to call in a specialist, and 
which one is needed. In the field of 
social therapy the student of general 
practice needs to learn the importance 
and use of social skills, especially how 
to cooperate with the other agencies so 
much involved today in the long-term, 
after-hospital care of chronic degenera- 
tive diseases. This role needs special 
skills which cannot be acquired until it 
is fully seen and its importance acknowl- 
edged. Some suggestions are made how 
to integrate these objectives of learning 
into a teaching program, without adding 
to the already heavy burden carried by 
today’s medical student. 


Teaching Diabetes in Medical Schools. 
Proceedings of the Diabetes Program 
Director’s Workshop. ARTHUR R. COL- 
WELL, SR., M.D. Diabetes, Vol. 9, No. 
5, pp. 405-15 (Sept.-Oct.), 1960. 
The Diabetes Program  Director’s 

Workshop, held in Los Angeles, Jan. 22- 

23, 1960, was sponsored jointly by the 

American Diabetes Association and the 
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National Institute of Arthritis and 
Metabolic Diseases. It was concerned 
with methods of education, research, and 
care of diabetic patients in American 
medical schools. Its primary purpose 
was an interchange of useful information 
among educational institutions. Two 
main principles were guiding this pro- 
gram: (1) the tacit understanding that 
the earlier and more efficient the educa- 
tional process the better the product; 
(2) the idea that free communication 
among intelligent and interested people 
yields good dividends. Although their 
immediate focus was the teaching and 
training of diabetes in medical schools, 
the discussions went sometimes beyond 
medical school education. A number of 
well established diabetes programs at var- 
ious medical schols (e.g., Harvard, Uni- 
versity of Washington, University of 
Pittsburgh) were described in detail at 
the conference and are summarized in the 
present report. Six seminars on dif- 
ferent aspects of teaching were also held 
and are discussed here. The teaching 
methods and objectives described repre- 
sent the combined thinking of partici- 
pants in the Conference, chiefly those 
responsible for diabetes teaching in 
American medical schools. The author 
points out, however, that the ideas ex- 
pressed do not necessarily reflect always 
the policies and objectives of the Dia- 
betes Graduate Training Grant Program 
of the National Institute of Arthritis 
and Metabolic Diseases. 


Pediatric Education at the Crossroads. 
S. Z. LEVINE, M.D. American Journal 
of Diseases of Children, Vol. 100, No. 
5, pp. 39-44 (Nov.), 1960. 

In 1958, Dr. Robert Aldrich compiled 
a “Survey of Pedia‘ricians in the U.S.” 
covering more than one-fifth of all prac- 
ticing pediatricians. One of the ques- 
tions asked of almost 2,000 pediatricians 
was: “How does your practice differ 
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from what you had anticipated when 
entering pediatrics?” Of the 1,164 
answers returned, less than 36 per cent 
(mostly in the older age groups) re- 
ported there was “no significant differ- 
ence”; 64 per cent, that they had to face 
unanticipated problems, including the 
following: an unexpectedly high per- 
centage of well patients; excessive work- 
ing hours; a high ratio of emotional and 
behavioral problems; lack of profes- 
sional status; inconsiderate parents, etc. 
In his Presidential Address to the Amer- 
ican Pediatric Society, Dr. Levine raises 
the question why pediatrics seems to have 
lost most of the appeal this specialty 
formerly held for promising young doc- 
tors (in a recent issue of Medical Eco- 
nomics, it was even headlined ‘Medi- 
cine’s Most Frustrating Specialty”). The 
dilemma, it is pointed out, is similar to 
Dr. Frankenstein’s, in the sense that 
the enormous, swift advances made in 
pediatrics in the last 3 decades (at the 
same time as the progress in public 
health, social legislation, community de- 
velopment, etc.) have considerably re- 
duced childhood morbidity and mortality 
rates, giving the child population in hos- 
pital and waiting rooms a very different 
appearance. In 1930, twenty out of 100 
children in a New York hospital ward 
would have suffered from nutritional 
problems; 70 from infectious disorders. 
In 1960, there were, perhaps, only five 
nutritional and twenty infectious cases 
among the same number of hospitalized 
children, while the greater part suffered 
from conditions such as prematurity, 
congenital anomalies, hemolytic disease, 
endocrine disorders, etc. In a pediatri- 
cian’s waiting room, on the other hand, 
according to Dr. Aldrich’s survey, two- 
thirds of the patients were either in 
good physical health or suffering from 
cold or stomachaches. The conclusion 
for many doctors seems to be that the 
practicing pediatrician has outlived his 
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usefulness, although he could still play 
a major role as researcher, teacher, or 
public health worker. A diametrically 
opposed view is held by the author. The 
fact that progress in modern pediatrics 
as well as in social medicine “swept away 
the lion’s share of major organic disease 
in children” is seen by him not as an 
obstacle to future practice but rather 
as an advantage’ and a challenge. How- 
ever, no matter which view of American 
pediatrics is taken, the question has 
become so complex that it deserves 
full debate by the American Pediatric 
Society. Meanwhile, a few recommenda- 
tions are made as to the direction under- 
graduate and graduate medical educa- 
tion should take if preparation of the 
pediatricians for a more rewarding 
practice is to remain one of its primary 
goals. 


Patient Referral to a University Clinic: 
Patterns in a Rural State. T. F. WiL- 
LIAMS, M.D., K. L. WHITE, M.D., L. P. 
ANDREWS, M.D., E. DIAMOND, Ph.D., 
B. G. GREENBERG, Ph.D., A. A. HAM- 
RICK, and E. A. HUNTER. American 
Journal of Public Health, Vol. 50, No. 
10, pp. 1493-1507 (Oct.), 1960.. 


The present report studies the role of 
the university clinic in providing medi- 
cal care to its surrounding area, in a 
predominantly rural state, with special 
emphasis on the referral processes as 
primary determinants of this role. A 
preliminary description of this process 
and of certain variables which affect it 
is presented, as observed in the General 
Clinic of the North Carolina Memorial 
Hospital, which is associated with the 
University of North Carolina Medical 
School. This clinic serves as a com- 
prehensive diagnostic and consultant cen- 
ter for ambulatory patients referred 
from the eastern two-thirds of the state. 
The method applied in this investigation, 
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described in detail in a previous publica- 
tion (cf. Andrews et al., Am. J. Public 
Health, 49:634-43, May, 1959), involved, 
in brief, interviews of a representative 
sample of physicians and of the patients 
they referred, as well as examination of 
relevant material in the patient’s medi- 
cal records. According to the data thus 
obtained, physicians’ reasons for referral 
can be grouped as follows: (a) referrals 
initiated by physicians for specific rea- 
sons which indicate some degree of de- 
lineation of the problem prior to refer- 
ral; (b) referrals initiated by physicians 
for nonspecified reasons which seem to 
indicate awareness of a problem war- 
ranting referral; (c) referrals initiated 
primarily by the patient either by direct 
request or through recognition by the 
physician that there has been loss of 
rapport. The evidence obtained also in- 
dicates that approximately 50 per cent of 
referrals nominally initiated by physi- 
cians were made primarily on the pa- 
tient’s suggestion. A specific, physician- 
initiated reason for referral was found 
only in about one-fourth of the cases. 
An important determinant appears to be 
the distance from the medical center: 
referrals from greater distances were 
largely for specific physician-initiated 
reasons, whereas referrals from nearby 
were largely patient-initiated. The views 
of general practitioners about their pat- 
terns of referral coincided more closely 
with the data obtained through the sam- 
pling of patients than was true for spe- 
cialists. Among other observations hav- 
ing a bearing upon the consultative and 
teaching role of the university clinic, 
the fact is mentioned that, for 58 per 
cent of the referrals in this sample, no 
medical information was forwarded by 
the referring physician and that 54 per 
cent of the patients had not returned 
to a continuing relationship with the 
former after the clinic work-up was 
completed. 
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Medical Specialism and the Boards. 
MARCUS RAYNER CARO, M.D. Archives 
of Dermatology, Vol. 82, pp. 521-25 
(Oct.), 1960. 

Specialism in medicine is here to stay, 
in spite of the conclusions sometimes 
reached by conferences of experts, as, 
for instance, at the 1959 “Conference on 
Specialism in Medicine,’’ where the Spe- 
cialty Boards, in particular, came in for 
considerable criticism (cf. J.A.M.A., 170: 
283-313, 1959). Discussed in this article 
are the ways and means by which Amer- 
ican Specialty Boards, particularly the 
soard of Dermatology, have tried to 
eliminate one of the greatest evils of 
specialization—the rapid increase in 
poorly trained, self-styled specialists. 
Also examined in this connection are 
the objectives, functions, and activities 
of the “Advisory Board for Medical 
Specialties” which was organized in 1933 
by four Specialty Boards (Ophthalmol- 
ogy, Otolaryngology, Obstetrics and 
Gynecology, and Dermatology and Syph- 
ilology), and four national organiza- 
tions (Assoc. Am. Med. Colleges; Fed- 
eration of State Medical Boards; Am. 
Hospital Assoc., and the National Board 
of Medical Examiners). Since then, 
fourteen additional primary Specialty 
Boards have become members, as well as 
the Council on Medical Education and 
Hospitals (1959). The propriety of in- 
cluding these national organizations in 
the Advisory Board is discussed. It is 
also pointed out that there exists the 
danger that the Advisory Board may 
eventually become subservient to some 
of its component national organizations 
who tend to keep their representatives 
in office for longer periods of time; these, 
because of their long experience, may 
then come to yield an influence far out 
of proportion to their relative number. 
Furthermore, in spite of great vigilance 
exerted during the recent revision of 
the constitution and by-laws, there will 
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always be the possibility that the Ad- 
visory Board develop into a Governing 
Board for Medical Specialties. The 
author, having attended the meetings of 
the Advisory Board and its Committee 
of Standards during the past 9 years, 
discusses also some of the major, time- 
consuming problems dealt with at these 
meetings, such as the splintering of spe- 
cialties or the repeated efforts by un- 
desired groups to organize their own 
approved Specialty Boards. Among the 
problems of mutual interest recom- 
mended by the author to the considera- 
tion of the Advisory Board, “in this 
critical period of great sociological and 
medico-political instability,” is the ur- 
gent need for the establishment of a “cli- 
mate of common sense and fair play in 
the delineations of medical specialties,” 
both in theory and in practice. 


Health Problems of the Aging in the 
Medical School Curriculum. MICHAEL 
M. Dacso, M.D. Excerpta Medica, Sec. 
XX, pp. 243-245 (May), 1960. 


The management of the chronically ill, 
the crippled, and the aged are subjects 
not adequately covered at present in 
medical curricula. Yet the lack of ade- 
quate teaching in this field is of great 
practical importance, since future gen- 
erations of doctors must inevitably deal 
with a world of which old people, with 
their chronic and disabling diseases, 
constitute an increasingly large part. To 
be of service to the aged the doctor has 
to go beyond the boundaries of what is 
technically called health or disease and 
become actively interested in social, eco- 
nomic, and emotional problems, i.e., the 
“total welfare” of his patient. A proper 
training for this task must be envisaged 
from now on. However, the author does 


not believe that the health and related 
problems of the aged, complex and nu- 
merous as they may be, require at present 


VoL. 36, AUGUST, 1961 


the creation of a new specialty (though 
geriatrics might well emerge some day 
as an independent discipline). Dr. Dacso 
(Professor of Physical Medicine and Re- 
habilitation at New York University- 
Bellevue Medical Center), presents in 
this paper an experimental plan which 
could be considered as a constructive first 
step toward the teaching of effective 
medical and surgical management of the 
aging patient. Briefly outlined, it calls 
for the assignment of a teacher in every 
basic science and clinical department, 
who is interested in old people from his 
own specialized viewpoint. For the pur- 
pose of coordinating this inter-depart- 
mental approach to the teaching of 
geriatrics, a person of senior professorial 
rank should be appointed. Such a co- 
operation and coordination would not 
only provide an efficient and uniform 
teaching method, presenting to the stu- 
dent all the aspects of this important 
matter, but they would also help attain 
a deeper comprehension of the funda- 
mental geriatric problems which so far 
have not been fully explored. Also briefly 
pointed out is the international signi- 
ficance of geriatric problems which, un- 
like other international health problems, 
are more acute in the developed than in 
the under-developed countries. The sug- 
gestion is made that international health 
organizations, recognizing the urgent 
character of the educational need in this 
matter, call an international conference 
concerned exclusively with the problems 
of teaching the geriatric concepts in the 
medical schools and allied centers all over 
the world. 


Uber Arztliche Haltung und Handlung 
(On Medical Attitudes and Actions). 
H. vON Kress, M.D. Deutsches Medi- 
zinisches Journal, Vol. 11, No. 18, pp. 
545-551 (Nov. 20), 1960. 


The concepts of medical responsibility 
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and ethics in our time are discussed by 
Dr. von Kress (Director of the Medi- 
zinische Klinik, at the Free University, 
Berlin) in the light of their historical 
evolution. Some examples, dating from 
the times of Plato and Aristotle up to 
the 18th and 19th centuries, show that 
fundamental changes in regard to these 
concepts have been slow to break the 
barriers erected by each period’s pre- 
vailing philosophic and religious view- 
points. Today, the enormous increase 
in medico-scientific knowledge and tech- 
niques has created new responsibilities 
for the medical profession which often 
may lead to conflicts of conscience the 
practitioner of earlier times has never 
known. Some cases of conflicting medi- 
cal ethics are discussed, as, for instance, 
the problem of whether or not to prolong 
the life of an incurable patient at any 
cost, even when this means only pro- 
longing suffering and pain; whether or 
not to apply some new diagnostic tech- 
niques or therapeutic methods which 
create a certain serious risk for the pa- 
tient, etc. In these and other cases the 
doctor finds himself in a situation of 
conflict between medical capacity (Kén- 
nen) and medical permissibility (Diir- 
fen). The decision lies with the doctor 
alone, it must be taken on moral grounds 
only, since strictly legal considerations 
are of no avail here. The problem of 
medical professional freedom is viewed 
by the author in terms of two principles, 
well known in medical history since its 
earliest times but whose significance has 
been intensified in our days: (1) Salus 
aegroti suprema lex, and (2) salus pub- 
lica suprema lex. Consideration of the 
individual rights of the patient, a sub- 
stantial part of the first principle, must 
suffer significant restrictions when apply- 
ing the second. The fundamental ques- 
tion is whether the modern practitioner 
is able to harmonize these two principles 
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or whether he is faced, most of the time, 
with an “either-or”’ decision only. A 
look through recent medical literature in- 
clines the author to believe that the lat- 
ter is true most of the time today and 
will become even more so in the future. 


Teaching Institute in Anatomy, Bio- 
chemistry and Physiology. The 
Georgetown Medical Bulletin, Vol. 14, 
No. 2, pp. 97-111 (Nov.), 1960. 


In May, 1960, Georgetown University 
School of Medicine sponsored an ini’ 
mural teaching institute on the ?’ 
major courses of first-year me —«l 
studies. Short keynote addresses, de- 
livered by the chairmen of each depart- 
ment, were followed by three panel dis- 
cussions and their summaries. In a final 
synthesis the chairman of the Committee 
on Education underlines the following 
points which seemed of special impor- 


tance: (1) There appears to exist hon- 
est concern over the proper use of clini- 
cal situations in teaching biochemistry 


and physiology. Whereas the value of 
some clinical thinking during the pre- 
clinical years cannot be denied, the ma- 
terial must be carefully selected, and 
the true preclinical theme must never 
be left out of sight. (2) The question 
was raised of how “pure” the preclinical 
sciences should be. Everybody seemed 
to agree that medical education should 
not be divided strictly into two segments 
but ought to be a continuum of 4 years 
or more of study. (3) The lecture came 
under attack as a poor teaching method, 
but it became clear that a majority be- 
lieved that it has a definite place in the 
medical curriculum and that the fault 
may lie with the lecturer rather than 
the method. (4) At both the biochemi- 
cal and physiologic sessions the pre- 
clinician’s orientation was discussed: 
Should he work backward or forward 


with the clinician? It was held, in gen- 
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eral, that the preclinician, while looking 
backward into the very basic disciplines 
must also manifest interest in the clini- 
cal education of the student (the reverse 
should apply to the clinician). (5) The 
Anatomy session, primarily concerned 
with effecting a proper distribution of 
time, also discussed various teaching 
methods. It was felt that more emphasis 
should be put on the chest, heart, and 
neck and less on the extremities. The 
general belief was that there is a defi- 
nite need for more anatomy teaching in 
the clinical years. (6) The most im- 
portant aspect of the Biochemistry ses- 
sion was its very lively discussion of 
the prcblems of basic principles. The 
unanimous opinion was that the teaching 
of biochemistry should be extended 
through all 4 years but that the disci- 
pline must remain truly basic (although 
the clinician could and should be used 
and seminar teaching ought to be en- 
couraged). (7) From the great amount 
of discussion on the physiologic panel 
the importance of teaching techniques 
could be derived, as well as the need 
for continuation of physiology teaching 
throughout the curriculum. (8) Both 
the physiologic and the biochemical pan- 
els raised the question of the let-down 
in the teaching of these disciplines dur- 
ing the second year and suggested that 
some revision of pathology and pharma- 
cology teaching should be given serious 
consideration. 


The “Farquharson Committee Report” 
and the Future of Canadian Medical 
Research. Le Journal de 1|’Associa- 
tion Médicale Canadienne, Vol. 83, 
No. 24, pp. 1268-1270 (Dec.), 1960. 


The critical inadequacy of financial 
support and facilities for medical re- 
search has long been a matter for serious 
concern to the deans of Canada’s medical 
schools and to others involved in the 
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administration and conduct of that vi- 
tally important facet of medical science. 
In 1957, the deans, through the Asso- 
ciation of Canadian Medical Colleges, 
presented a brief to the Ministers of 
National Health and Welfare, Veterans 
Affairs, Trade and Commerce, and Na- 
tional Defence, recommending the gov- 
ernment appoint a committee to review 
the methods by which it supported re- 
search in medicine; to study the ade- 
quacy of this support, and to recommend 
future policies. In February, 1958, such 
a committee was appointed, composed 
of medical scientists from all sections of 
the country (under the chairmanship 
of Prof. R. F. Farquharson of Toronto). 
The findings of this committee were em- 
bodied in a report, now known generally 
as “The Farquharson Committee Re- 
port” (presented in November, 1959, to 
the Privy Council on Scientific and In- 
dustrial Research), and its main points 
are outlined here. The Committee, after 
reviewing some of the outstanding ad- 
vances in medical knowledge contributed 
by Canadian research scientists in recent 
decades, points out that none of these 
was the product of a single investigator 
but represented the joint efforts of clini- 
cians and laboratory workers in the 
basic sciences, most of them university 
teachers. Teaching and research being 
inseparable, modern universities must 
promote research as well as instruction. 
However, unless medical schools can pro- 
vide the financial background and facil- 
ities for their teachers to plan and 
develop their ideas in medical research, 
they will fail to attract or hold talented 
young graduates, and medical teaching 
and research will deteriorate in Canada. 
As a result of its thorough and compre- 
hensive studies, the Committee reached 
the following conclusions: (1) That the 
present level of government support for 
research falls far short of requirements; 
(2) that many important research proj- 
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ects are not supported because of lack 
of funds; (3) that present stipends for 
fellowships are too low and not numer- 
ous enough; (4) that Canadian medical 
schools lack funds to employ an ade- 
quate research staff; (5) that there is 
a need for fluid research funds to be 
administered by medical school deans; 
(6) that research space is inadequate in 
all medical schools. In concluding its re- 
port, the Committee recommended that 
a Medical Research Council be created 
under terms similar to those of the Na- 
tional Research Council, to assume 
among its responsibilities those now 
assigned to the N.R.C. Division of Medi- 
cal Research, and that its initial budget 
for 1960-61 be set at $4,000,000, with 
provision for substantial increments. As 
a result of the Report, the National Re- 
search Council announced in November, 
1960, the dissolution of its Division of 
Medical Research and the establishment 
of a Medical Research Council, with re- 
sponsibility for all activities conducted 
so far by the former, pending appro- 
priate legislation to establish its complete 
independence (Prof. Farquharson has 
been appointed as its first Chairman). 


Le 13@ Meeting Annuel a Edimbourg 
de la Féderation Mondiale pour la 


Santé Mentale (The 13th Annual 
Meeting at Edinburgh of the World 
Federation for Mental Health) H. 
BARUK, M.D. Revue d’Histoire de la 
Médecine Hebraique, No. 49, pp. 101- 
110 (Oct.), 1960. 
Founded in 1948, the World Federa- 
tion for Mental Health, with its center 
in London, comprises 123 affiliate scien- 
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tific societies and 1800 associate mem- 
bers from all over the world. Its main 
purposes are to investigate the factors 
affecting mental health; to promote 
progress in the treatment and assistance 
of mental patients all over the world; 
and to study the social and moral condi- 
tions which may play a role in the mental 
equilibrium of individuals and commu- 
nities. Following along these lines, meet- 
ings are divided into two parts: one 
concerned with psychiatric and psycho- 
logical technique, including a number of 
reports and discussions; the other deal- 
ing with what has been called “psychi- 
atric humanism,” that is, the problems 
derived from the rapports of psychiatry 
with the different civilizations, creeds, 
and other spiritual factors. Professor 
Baruk (of the Faculté de Médecine, 
Paris) presents a detailed account of 
the topics discussed in both sections at 
the Edinburgh Meeting, in 1960. During 
the first part, the following papers were 
read and discussed: (1) The Problem 
of the “Day Hospital’; (2) Occupational 
Therapy; (3) Group Therapy; (4) The 
Effects of Rapid Cultural Changes (a 
Social Study of Maurice Island); (5) 
Problems of Childhood and Education. 
The second part (named “Hemingway 
Memorial Conference” in memory of 
Dr. Mary Hemingway who had a sig- 
nificant role in its orientation), which 
features each year a different speaker 
invited to present the development of a 
civilization essential in the history of 
mankind, was in charge of the author, 
who read a paper on “The Hebraic Civili- 
zation and the Science of Man.” A sum- 
mary of it can be found in this article. 
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Textbook of Medicine. Edited by Str JoHN 
CONYBEARE and W. N. MANN. 13th ed. 
London: E. & S. Livingstone Ltd., 1961. 
Distributed by Williams & Wilkins Co., 
Baltimore. 964 pp. $10.00. 

The thirteenth edition of this well known 
work is a considerably rewritten and ex- 
panded volume. It is longer than its pred- 
ecessor by 130 pages. An effort has been 
made to bring its entire contents up-to-date 
and to continue to provide necessary infor- 
mation not only for students but for prac- 
titioners. Four of the contributors to the 
twelfth edition have withdrawn, and seven- 
teen contributors are responsible for this 
edition. Some new sections have been added, 

‘some out-of-date material has been elim- 
inated, and all duplicated material has been 
rewritten. Even the plates and illustrations 
have been considerably revised. 


A Textbook of Pathology. An Introduction 
to Medicine. By WILLIAM Boyp. 7th ed. 
Philadelphia: Lea & Febiger, 1961. 1357 
pp. 792 illustrations. $18.00. 

This edition of a well known text is 
almost completely rewritten and is reset 
in double-column format. The chapter on 
tumors has been expanded to two; the 
first on General Principles and Pathol- 
ogy of Neoplasia, the second on Specific 
Tumors. Part I is titled “Principles of 
Pathology,” and Part II is “Regional Pa- 
thology.” Newly rewritten “General Con- 
siderations” open several chapters in Part 
I and all chapters in Part II. A helpful 
“Outline of Contents” precedes every chap- 
ter. Much of the material has been oriented 
toward physiological considerations. 


Anatomy and Physiology. By DIANA C. 
KIMBER, CAROLYN E. Gray, CAROLINE FE. 
STACKPOLE, and LuTie C. LEAVELL. 14th 
ed. New York: Macmillan 


Company, 
1961. 745 pp. $6.95 
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Many of the chapters for this edition 
have been either completely reorganized or 
rewritten. Every effort has been made to 
maintain the characteristic organization 
and clarity of previous editions. Many of 
the illustrations have been replaced by new 
ones, and the number has been increased 
from 388 to 409. New diagrams include 
charts illustrating physiological processes, 
and, in response to many requests, the mus- 
cle functions are summarized by diagrams. 
The general organization of the chapters 
is in five units. Unity of physiological and 
anatomical knowledge and thought is the 
objective of this combined text. Questions 
for discussion have been placed at the 
close of each chapter. A separate teacher’s 
guide to accompany the book has been 
prepared by Miss Leavell. 


Elementary Textbook of Anatomy and 
Physiology Applied to Nursing. By JANET 
T. E. Rippte. London: E. & S. Living- 
stone Ltd., 1961. (Available through 
Williams and Wilkins Company, Balti- 
more.) 124 pp. $3.50. 

This book is based on lectures given to 
first-year nursing students. An attempt is 
made to give the student a simple over-all 
picture of the human body. Constant refer- 
ence is included concerning its application 
to nursing. 


Manual of Clinical Bacteriology. By ALEx- 
ANDER KIMLER. Philadelphia: J. B. Lip- 
pincott Company, 1961. 192 pp. $4.75. 
This paper-back manual is a selection of 

techniques and media for routine approach 

to the isolation and identification of patho- 
genic agents of disease. The aim has been 
to produce an effective, compact manual, 
not a comprehensive text, to meet the needs 
of those whose responsibility is the teach- 
ing and the supervision and/or the practice 
of clinical bacteriology. Its format includes 
enough of the pathologic aspects of infec- 
tion to make the sources of clinical material 
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logical, and this is complemented first with 
morphology and smears and then with good 
culture techniques. No pretense is made for 
the completeness of this manual. It is con- 
ceived as an aid for the training of the 
bacteriology technician. 


Lehrbuch Der Inneren Medizin. Edited by 
HELMUT DENNIG. Stuttgart: Georg 
Thieme Verlag, 1961. (Available in 
U.S.A. through Intercontinental Medical 
Book Corporation, New York 16.) In 2 
volumes. Vol. 1, 978 pp. $12.85. Vol. 2, 
885 pp. $12.85. 

This textbook in the German language 
is written both for students and for prac- 
titioners of medicine. The contributors are 
Doctors M. Broglie, H. Dennig, K. Hansen, 
W. Gronemeyer, F. Grosse-Brockhoff, N. 
Henning, A. Heymer, A. Kleinschmidt, H. 
Reinwein, F. Schellong, G. Schaltenbrand, 
and H. Schulten. 


Re-educative Treatment of Suppression 
Amblyopia. By KEITH LYLE, CYNTHIA 
DOUTHWAITE, and JILL WILKINSON. Lon- 
don: E. & S. Livingstone Ltd., 1960. Avail- 
able through Williams & Wilkins Co. 
Baltimore. 135 pp. $5.00. 

This book is an English version of the 
French work by Jean Sedan. It is consid- 
erably scaled down from the French ver- 
sion. The book contains visual exercises 
designed to make the patient concentrate 
on the printed matter, or on the arith- 
metical or pictorial problem presented to 
him, and to detect certain mistakes in the 
text or figures, or differences between two 
pictures, etc. It also includes certain trac- 
ing exercises which help to improve visual 
orientation by the association of eye and 
hand movements. The main use of this book 
is for home exercises, but it is essential 
that fuli explanations as to its value and 
detailed instructions as to its use should 
be given by the ophthalmologist in the 
clinic, where it can also be used under 
supervision. 


Lectures on Experimental Psychiatry. 
Edited by HENRY W. BRosIN, with 17 
other contributors. Pittsburgh: Univer- 
sity of Pittsburgh Press, 1961, 361 pp. 
$7.50. 
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The lectures in this volume were given 
during the Pittsburgh Bicentennial year— 
most of them at a Conference on Experi- 
mental Psychiatry at the Western Psychi- 
atric Institute and Clinic from March 5-7, 
1959. The range of topics is wide, reflecting 
the interests of the varied group of authors, 
and an effort is made to provide the reader 
with some information not only concerning 
the content and methods available in the 
field of human behavior but also about the 
climate of opinion in which the investi- 
gator lives and works. 


Intra-abdominal Crises. By KENNETH B. 
KEELE and NORMAN M. MATHESON. Wash- 
ington, D.C.: Butterworths, 1961. 379 pp. 
$10.00. 

For the purpose of this book an intra- 
abdominal crisis is considered to exist when 
the symptoms suggest an abdominal emer- 
gency. This condition calls for one of the 
commonest anxieties of doctors in prac- 
tice. The authors have had much experience 
in a hospital taking acute cases “off the 
street” unselected for purposes of interest, 
age, or specialty. This book is written to 
be of use to those in general practice, or 
in the hospitals, who perform the vast bulk 
of general medicine. The principal object of 
the book is to analyze the problem and to 
indicate the lines of early management. 


Chest Pain. Systematic Differentiation and 
Treatment. By NATHANIEL E. REICH and 
RUDOLPH E. FREMONT. New York: Mac- 
millan Co., 1961. 358 pp. $9.00. 

The anatomic approach to the differen- 
tial diagnosis of chest pain is not only prac- 
tical but also logical. The thorax and its 
contents are more easily visualized, moving 
from the outermost anatomic layers to the 
innermost structures. This unique and en- 
compassing approach to the systematic 
diagnosis of chest pain should prove most 
valuable to the general practitioner, in- 
ternist, and cardiologist. However, it may 
also be helpful to many other specialists, 
such as the chest physician, thoracic sur- 
geon, orthopedist, dermatologist, neurolo- 
gist, and even the gastroenterologist, all 
of whom become involved in diagnostic 
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problems in this large area at one time or 
another. More common disease processes 
have, of necessity, required more detailed 
discussion. A brief, but complete, considera- 
tion of current therapy completes each dis- 
cussion. Theoretical aspects have been 
omitted generally or have been dealt with 
briefly, when necessary. Pathophysiology 
and the mechanisms of specific pains have 
been given due consideration in order to 
lay the groundwork for a better under- 
standing of each disease process. 


Calculations in Pharmacy. By Sure H. Rouse 
and M. GEoRGE WEBBER. Philadelphia: J. 
B. Lippincott Company, 1961. 234 pp. 
$5.00. 

This book represents in many respects 
a different approach to the subject than 
other texts currently available. Much of 
the change is in rearrangement of the order 
of the topics considered. The primary ob- 
jective of this rearrangement is to estab- 
lish a firm foundation for the student in a 
stepwise manner. The material included 
and the order of presentation are in cur- 
rent use in the authors’ courses. 


Human Factors in Jet and Space Travel. A 
Medical-Psychological Analysis. Edited 
by S. B. SELLS and CHARLES A. BERRY 
with 13 contributors. New York: The 
Ronald Press Company, 1961. 367 pp. 
$12.00. 

This book was produced to provide up-to- 
date information in a systematic form on the 
human problems of high-performance flight. 
It is intended to present a comprehensive 
view of the human factors, to give physi- 
cians, physiologists, engineers, flight crews, 
and other interested persons a better per- 
spective of what is involved in putting 
man in a foreign environment and then 
insuring his well-being there. A second pur- 
pose is to provide physicians with a refer- 
ence book on aviation medicine and related 
human-factors problems. Thirdly, the treat- 
ment of most topics should be of interest 
to students who desire information con- 
cerning scientific careers in specialties re- 
lated to aviation and the approaching era 
of space travel. The book not only describes 
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solutions already worked out for known 
problems of space travel but also presents 
problems still unsolved, or only anticipated, 
with possible approaches to finding answers. 
The psychological, physiological, medical, 
and mechanical problems of flight are ap- 
proached from the practical viewpoint of 
establishing standards, techniques, and ob- 
jectives for dealing with them. Aviation 
medicine’s contributions to military, civil, 
and commercial programs for jet and rocket 
flight are discussed as they bear on the 
selection and training of crews, the abnor- 
mal physical and mental strains of space 
travel recognized today and anticipated 
tomorrow, and how to cope with the de- 
mands of this environment. 


Adrenergic Mechanisms. Ciba Foundation 
Symposium. Edited by J. R. VANE, G. E. 
W. WOLSTENHOLME, and MAEVE O’CoN- 
NOR. Boston: Little, Brown & Co., 1961. 
595 pp. $12.50. 

These symposia were held March 28-31, 
1960. Some 45 papers were presented and 
discussed, covering a wide range of re- 
search interests from experimental work 
to clinical trials of a wide range of endog- 
enous substances in synthetic drugs. There 
were 2 days for formal presentations and 
brief discussion at the Wellcome Building 
on the 28th and 29th of March, attended 
by some 300 people, and 2 further days at 
the Ciba Foundation for unscripted dis- 
cussion by one-tenth of this number. 


Explorations into the Nature of the Living 
Cell. By RoBERT CHAMBERS and EDWARD 
L. CHAMBERS. Cambridge: Harvard Uni- 
versity Press, 1961. 329 pp. $8.00. 

The findings of a life time’s research by 
Robert Chambers and his co-workers are 
here assembled for the first time and dis- 
cussed in relation to recent advances in cell 
biology. The book focuses attention on the 
intact living cell. Dr. Robert Chambers was 
one of the foremost developers of the micro- 
manipulative technique which made it pos- 
sible to operate on protoplasm while it is 
alive, and to determine physical and chemi- 
cal reactions within the cell. Much of the 
material of this book was compiled by 
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Dr. Robert Chambers before his death in 
1957, and completed by his son, Dr. Edward 
Chambers. 


Impressions of European Psychiatry. By 
WALTER E. BARTON, MALCOLM J. FARRELL, 
FRANCIS T. LENEHAN, and WILLIAM F. 
MCLAUGHLIN. Washington, D.C.: Ameri- 
can Psychiatric Association, 1961. 128 
pp. 

This book is a full report of a team 
of three American psychiatrists and one 
psychiatric nurse who visited Western 
Europe during 1958. Its content encom- 
the substances of most reports 
which have come to the attention of the 
authors. It is dedicated to and published for 
the information of those persons who staff 
the mental hospitals of North America, as 
well as others who seek to improve the lot 
of the mentally ill. 
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Medical Almanac 
PETER S. 


1961-62. Compiled by 
NAGAN. Philadelphia: W. B. 


Saunders Company, 1961. 514 pp. $5.00. 


This handy-sized paper-back edition is 
a compilation of general information, sta- 
tistics and other data relating to medical 
care, medical education, medical organiza- 
tions and literature, incidence of illness, 
and economic aspects of medical practice. 
The purpose is to bring together in one 
volume a wide range of descriptive and 
statistical material about the nonclinical 
side of medicine. It is designed to be a 
time-saving tool for physicians, medical 
administrators, government officials, li- 
brarians, editors, writers, and all those 
who have need for facts about the pro- 
fession and its various phases. This is a 
first edition of what, it is hoped, will be 
a regularly revised reference book. To many 
in medicine, and to many others, this book 
may serve not only as a reference source 
but a pleasant and rewarding 
companion. 
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Metabolic Effects of Adrenal Hormones. 
Ciba Foundation Study Group No. 6. 
Edited by G. E. W. WoLSTENHOLME and 
MAEVE O’CONNOR. Boston: Little, Brown 
& Co. 1961. 103 pp. 
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This conference was held July 15, 1960, 
in honor of Professor George W. Thorn 
and, significantly, in the year of the cen- 
tenary of the death of Thomas Addison. 
It is made up of five formal papers with 
discussion. 


Symptom Diagnosis. By WALLACE MASON 
YATER and WILLIAM FRANCIS OLIVER. 
5th ed. New York: Appleton-Century- 
Crofts, Inc., 1961. 975 pp. $15.00. 

The purpose of this book, as stated in 
the preface to the first edition (1927), is 
threefold: (1) to aid in the diagnosis by 
making possible a quick reduction in the 
number of possibilities to a relatively small 
list; (2) to prevent the oversight of the 
characteristics of the symptoms of disease. 
The book is not designed for study, but 
for quick reference while the patient is 
being prepared for examination or while 
he is dressing after the examination. It is 
not for the library but for the desk and 
ward, always at hand for ready informa- 
tion. An effort has been made to present 
symptoms in the most practical way for 
making a diagnosis. First of all, the symp- 
toms and signs are grouped as regional 
or general; many symptoms referred 
to a particular portion of the anatomy, 
others cannot be said to belong to any 
region and are designated, therefore, as 
symptoms. The symptoms herein 
treated cover those of practically all medi- 
cal and surgical conditions. Laboratory find- 
ings not considered. The book, now 34 years 
old, has been extensively revised and prac- 
tically rewritten. Tables of differential 
diagnosis have been interspersed through- 
out the text and an appendix contains brief 
descriptions of syndromes and of diseases, 
symptoms, and signs. 
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Disease and Injury. Edited by LE&EoPoLp 
BRAHDY with 25 contributors. Philadel- 
phia: J. B. Lippincott Company, 1961. 
464 pp. $12.50. 

The question which each contributor dis- 
cusses within his field is: Did a given injury 
cause, precipitate, or aggravate the disease? 
Injury as a factor in disease is a problem 
in etiology. It requires investigation as do 
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other nonspecific factors such as climate, 
stress, old age, starvation, over-eating, or 
exercise. One of the purposes of this book 
is to prepare physicians better to serve as 
expert witnesses. It is written for physi- 
cians, but lawyers will likewise find it use- 
ful and an aid in understanding and work- 
ing with physicians. It should likewise help 
physicians in their general practice of 
medicine. 


One Patient at a Time. A Med:cal Center 
at Work. By MILTON L. ZIsowITz. New 
York: Random House, 1961. 287 pp. 
$5.00. 

The setting for this book is the New 
York Hospital—Cornell Medical Center, an 
amalgamation of the second oldest volun- 
tary hospital in the United States and a 
great university medical college. The story 
of its day-by-day activities in caring for 
the sick, training doctors and nurses, and 
searching for better ways to prevent, con- 
trol, and cure disease is, in effect, the 
story of all such centers. This book is 
written in the hope that people in all 
walks of life will gain a deeper under- 
standing of the work of one such insti- 
tution, and as a tribute to the many people 


who have built this great medical center... 


This book will have a wide appeal, spanning 
the professional and the lay reader. 


A Guide to Dissection in Gross Anatomy. 
By RUSSELL T. WoopBURNE. New York: 
Oxford University Press, 1961. 162 pp. 
13 illustrations. $3.50. 

This lithoprintec paper-bound dissection 
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manual was first prepared for students at 
the University of Michigan Medical School. 
The present edition is especially adapted 
for use with Professor Woodburne’s Essen- 
tials of Human Anatomy. 


Man’s Presumptious Brain. An Evolutionary 
Interpretation of Psychosomatic Disease. 
By A. T. W. SIMEoNS. New York: E. P. 
Dutton & Co., Inc., 1961. 281 pp. $5.75. 
This book is not a popular rendering of 

established scientific views or theories. In 

fact, most of the views expressed are con- 
trary to current medical opinion. In the 
main, this book represents the current views 
of the author without regard to documenta- 
tion of facts. He requests that the reader 
interpret this assertive statements as mean- 
ing: “Such and such a clinical fact might 
be tentatively interpreted as suggesting 
such and such a hypothetical explanation. 

The book is not meant as a do-it-yourself 

primer on psychosomatic diseases, but only 

to provide some insight into the nature of 
psychosomatic disorders. 
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The National Library of Medicine Index 
Mechanization Project. Bulletin of the 
Medical Library Association, Vol. 49, No. 
1, January, 1961. Washington, D. C.: 
National Library of Medicine, 1961. 


The Amazing World of Medicine. Edited by 
HELEN WRIGHT and SAMUEL RAPPORT. 
New York: Harper and Brothers, 1961. 
301 pp. $3.50. 
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Alabama 

Dr. CHESTER W. WHITE Jr., has been 
named chairman of the department of 
anesthesiology. He replaces Dr. ALICE 
MCNEAL, who will continue in the 
partment as professor. 


de- 


The new chairman comes to Alabama 
from Boston where he has been chief 
anesthesiologist at Soston Lying-In 
Hospital for the past four years. 


Boston 

A newly endowed chair in medicine, 
the first such chair to be located at the 
Boston City Hospital in support of two 
major medical services, has been estab- 
lished at the School of Medicine with 
funds provided by a recent bequest to 
the university. The medical professor- 
ship, named for Dr. CONRAD WESSEL- 
HOEFT, clinical professor of medicine 
emeritus, will be filled by Dr. FRANz J. 
INGELFINGER. Ingelfinger, who is profes- 
sor of medicine, will also direct the fifth 
and sixth Medical Services at the Boston 
City Hospital. 


U. of Chicago 

The Chronic Disease Hospital, newest 
of the University of Chicago medical 
facilities, was dedicated July 12. More 
than $1 million already has been allo- 
cated for the initial phase of research 
into chronic diseases in the new hospi- 
tal during its first year. These studies 
will be carried out on one floor of the 
new 104-bed building. Twenty staff 
members of the university will be as- 
signed to the research program, includ- 
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MEDICAL EDUCATION NEWS 


from the Medical Schools 


ing two dietitians, a social worker, five 
laboratory technicians, and a_ biometri- 
cian. 

Dr. CHARLES HUGGINS, director of the 
Ben May Laboratory, will go to London 
in October to receive honors from the 
Royal College of Surgeons of England. 
He has been named co-recipient of the 
Walker Prize, given once every five 
years by the Royal College for the “best 
work in cancer research in the preced- 
ing five years.” The same tribute will 
go to Dr. LUDWIK Gross, chief of can- 
cer research at the Veterans Adminis- 
tration Hospital in New York City. 


Cincinnati 

Dr. ALBERT B. SABIN has returned to 
the campus after conferring with public 
health officials of several South Ameri- 
can governments on use of his oral polio 
vaccine. Dr. Sabin was invited by the 
Brazilian Ministry of Health to consult 
on that country’s recent decision to use 
the Sabin oral vaccine. The University 
of Brazil at Rio conferred 
an honorary doctor’s degree on Dr. 
Sabin and while there he lectured at the 
university’s Institute of Child Health 
and at the National Academy of Medi- 
cine and Brazilian Ministry of Health. 


de Janeiro 


Colorado 

Implementation of the University of 
Colorado Medical Center expansion plan, 
which includes construction of a new 
university hospital, out-patient clinics, 
and a clinical research wing as well as 
a major addition to the Denison Memo- 
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rial Library and a new children’s psy- 
chiatric day care center, is to begin 
shortly, according to Robert J. Glaser, 
Vice President for Medical Affairs and 
Dean of the Medical School. The pro- 
gram will ultimately involve expendi- 
ture of more than $20 million. The State 
of Colorado appropriated $10.4 million 
to finance construction of the new uni- 
versity hospital and clinical research 
wing. These funds, coupled with $4 mil- 
lion previously made available by the 
General Assembly, and additional sums 
from the Public Health Service and the 
Eleanor Roosevelt Cancer Foundation 
have provided the $16 million necessary 
for Phase I of the building program. 
Construction for the new hospital is ex- 
pected to get under way by Nov. 1. 


Creighton 

Dr. ROBERT P. HEANEY has_ been 
named professor of medicine and chair- 
man of the department. Dr. Heaney also 
becomes director of the department of 
medicine at Creighton Memorial - St. 
Joseph’s Hospital. Heaney was on the 
medical faculties of the University of 
Oklahoma and Georgetown University 
before joining the Creighton faculty in 
1957. 


Albert Einstein 

The College of Medicine has added 
two surgeons to its faculty. They are 
Dr. ARTHUR JACOB HELFET of Capetown, 
president of the South African Ortho- 
pedic Association, and Dr. STANLEY 
MELVIN LEVENSON, chief of the depart- 
ment of surgical metabolism and physi- 
ology of the Walter Reed Army Hospi- 
tal. Both professors will begin their as- 
sociation with the college in the Fall 
term. 

In addition to his teaching position, 
Dr. Helfet will be director of orthopedic 
surgery at the Bronx Municipal Hospi- 
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tal Center. He has been senior lecturer 
in orthopedic surgery at the University 
of Capetown. 

Dr. Levenson is director of the de- 
partment of germfree research at Wal- 
ter Reed’s Institute of Research. In 
connection with this work he will lecture 
in six European countries in the Fall. 
This tour will be sponsored by UNESCO. 


Georgetown 

Four associate professors the 
School of Medicine have been given the 
rank of full professor. The promotions 
include: Dr. GEORGE E. SCHREINER, Dr. 
W. Proctor HARVEY, Dr. IRVING B. 
Brick, and Dr. CHARLES E. RATH. All 
will become professors of medicine. 

New to the faculty is Dr. ABNER 
GOLDEN, who has been appointed profes- 
sor of pathology. Dr. Golden comes to 
Georgetown from Emory University 
School of Medicine where he was pro- 
fessor of pathology. 


Hahnemann 

The Graduate School of Basic Medi- 
cal Sciences has been granted $100,000 
over a five-year period by the National 
Institutes of Health to develop and ex- 
pand the graduate training program in 
the department of microbiology. Dr. 
ALBERT G. MOAT, associate professor of 
microbiology, has been named director 
of the program. The grant, which went 
into effect in July, provides funds to 
support reassignment of personnel to 
the training program, and will provide 
for new part-time and full-time faculty 
members. 


Harvard 

Faculty promotions, retirements, new 
appointments and citations are among 
the recent announcements by Dr. GEORGE 
PACKER BERRY, Dean of the Harvard 
Medical School. 
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Dr. GUSTAVE J. DAMMIN, a pathologist 
whose research has carried him in the 
area of tissue and organ transplantation 
and in cardiovascular and renal disease, 
has been appointed the first Elsie T. 
Friedman Professor of Pathology. Dr. 
Dammin has been a member of the fac- 
ulty and pathologist-in-chief at the 
Peter Bent Brigham Hospital since 
1953. At the hospital, Dr. Dammin will 
serve as director of a cardiovascular- 
renal and transplantation center, soon 
to be established with the help of a 
half-million dollar grant from NIH. 

Dr. HERMAN M. KALCKAR joined the 
faculty July 1 as professor of biological 
chemistry. Dr. Kalckar was on the fac- 
ulty at Johns Hopkins where he was pro- 
fessor of biology and bio-chemistry in 
the department of biology and the Mc- 
Collum-Pratt Institute. 


Dr. DONALD D. MATSON and Dr. A. 


CLIFFORD BARGER have attained full pro- 


fessorial 
clinical 


rank. Dr. Matson was named 
professor of surgery and Dr. 
Barger has been appointed professor of 
physiology. Both appointments 
effective July 1. 

Dr. CARL E. TAYLOR, associate profes- 
sor of preventive medicine and public 
health, has been granted a year’s leave 


became 


of absence to organize a five-year re- 
search study of rural internships in 
medical colleges in India. Dr. Taylor’s 
headquarters will be the Ludhiana 
Christian Medical College in Punjab, 
where he will be visiting professor of 
preventive medicine. 

Dr. ERNEST KNOBIL, who on July 1 
became Richard Beatty Mellon Professor 
of Physiology and chairman of the de- 
partment at the University of Pitts- 
burgh, has received the 1961 Ciba 
Award of the Endocrine Society for 
“meritorious accomplishments in the 
field of endocrinology.” 

Three members of the faculty retired 
on July 1 to become clinical professors, 
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emeriti. They are: Dr. CHARLES C. LUND, 
clinical professor of surgery; Dr. PHILIP 
E. MELTZER, clinical professor of otolo- 
gy; and Dr. PAUL I. YAKOVLEV, clinical 
professor of neuropathology. 


Illinois 

Dr. IRVING SCHULMAN has been ap- 
pointed professor and head of the pedi- 
atrics department. Dr. Shulman, who 
takes over his new assignment Sept. 1, 
is presently professor of pediatrics at 
Northwestern University Medical School 
and director of hematology at Chil- 
dren’s Memorial Hospital. He will suc- 
ceed Dr. HEYWORTH N. SANFORD, who is 
scheduled to retire. 


Indiana 

The Indiana University Medical Cen- 
ter will begin a stepped-up research 
program on the diagnosis and treatment 
of major types of heart disease with 
funds provided by the National Heart 
Institute of the Public Health Service. 
The $4,383,700 will make possible estab- 
lishment of a new Heart Research Cen- 
ter, more acquisition of 
highly specialized equipment, and addi- 
tions to the research staff. 


laboratories, 


lowa 

Two new department chairmen were 
named recently to the medical faculty. 
Dr. CHARLES HOGBEN will become pro- 
fessor and head of the department of 
physiology, and Dr. DONAL DUNPHY will 
become professor and chairman of the 
department of pediatrics. Both appoint- 
ments are effective Sept. 1. Dr. Hogben 
will replace Professor HARRY M. HINEs, 
who has been head of physiology since 
1944, and who has now reached retire- 
ment age. Dr. Dunphy replaces Dr. WAL- 
LACE W. McCrory, who resigned to be- 
come head of pediatrics at the Cornell 
University Medical Center. 
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Jefferson 

Dr. ROBERT A. MATTHEWS, professor 
and head of the department of psychi- 
atry, was killed in an automobile acci- 
dent June 23. He had been a member of 
the Jefferson faculty since 1930 and 
succeeded Dr. BALDWIN L. KEYES as 
chairman of the department in July, 
1958. 


Medical Evangelists 

The last student has been graduated 
from the College of Medical Evangelists. 
The 56-year old medical center with 
campuses in Loma Linda and in Los An- 
geles, assumed the name of Loma Lima 
University on July 1, and future gradu- 
ates will receive diplomas bearing the 
university name. First classes in the 
new university will begin in September. 


Miami 


Dr. JOHN K. ROBINSON, assistant pro- 
fessor of internal medicine, has been 
named interim associate dean of the 
School of Medicine. Dr. Robinson re- 
places Dr. WINSTON K. SHOREY, who 
recently became dean of the University 
of Arkansas School of Medicine. Robin- 
son has been a member of the UM fac- 
ulty since 1955. 


Minnesota 

Establishment at the University of 
Minnesota of a clinical drug evaluation 
center for the study of compounds af- 
fecting abnormal human behavior has 
been assured by a $427,804, four-year 
grant from the National Institute of 
Mental Health, according to a Minne- 
sota spokesman. Principal investigators 
for the project are Dr. Burtrum C. 
SCHIELE, professor of psychiatry, and 
Dr. GoRDON T. HEISTAD, associate pro- 
fessor of clinical psychology. 
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New York University 

Three faculty appointments were an- 
nounced recently by Dr. S. BERNARD 
WortTis, Dean of the School of Medicine. 
Named professor and chairman of the de- 
partment of neurosurgery is Dr. JOSEPH 
RANSOHOFF; appointed professor and 
chairman of the department of anesthesi- 
ology is Dr. VALENTINO D. B. MAZZIA; 
and to serve as assistant dean of the 
medical schools is Dr. WILLIAM A. 
FroscH. Dr. Ransohoff comes to the NYU 
School of Medicine from posts as associ- 
ate professor of clinical neurological sur- 
gery, Columbia University College of Phy- 
sicians and Surgeons, and attending 
neurological surgeon, the Presbyterian 
Hospital. Dr. Mazzia has served as as- 
sociate attending anesthesiologist at the 
New York Hospital and as assistant pro- 
fessor of clinical anesthesiology in sur- 
gery and in obstetrics and gynecology 
at the Cornell University Medical Col- 
lege. Dr. Frosch, who has been serving 
as teaching assistant in the department 
of psychiatry at NYU, will become an 
instructor in psychiatry when he takes 
over his duties as assistant dean. 

Controlling climate to determine its 
effect on human skin and general health 
will be a feature of the Charles C. Har- 
ris Skin and Cancer Pavilion to be 
established in the University Hospital 
of New York University Medical Center. 
The patient care, research and teaching 
program in the new clinic will be under 
the direction of Dr. RUDOLF L. BAER, pro- 
fessor and chairman of the dermatology 
department of the medical center. The 
19-story, 600-bed university hospital in 
which the new clinic and the inpatient 
facilities of the department of derma- 
tology will be housed, is now under con- 
struction with completion scheduled for 
1962. 


Northwestern 
Plans for a 15-story, $7.5 million 
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building for the medical school, and ex- 
pansion of clinical research through a 
$2 million program were announced re- 
cently by school officials. 

Laboratories and other facilities in 
the new building will expand the medi- 
cal school’s research and education plant 
by nearly 50 per cent. Construction of 
the new building is scheduled to begin 
next spring. It will be financed by gifts 
from foundations and, possibly, a grant 
of $3 million from the federal govern- 
ment through its National Institutes of 
Health. According to Dean RICHARD H. 
YOUNG, the university has asked the 
government for a grant and if made, 
the university will be required to raise 
an equal sum for the building. The Com- 
monwealth Fund of New York has do- 
nated $100,000 for the building. The 
Fund is also financing the operation, be- 
ginning this fall, of a six-year medical 
school curriculum that will take stu- 
dents from their freshman year of col- 
lege through to their medical degree. 

The Medical School has been allotted 
a $2 million grant in a Public Health 
Service program aimed at enlarging 
and intensifying clinical research in a 
broad spectrum of diseases. The re- 
search will be conducted at Passavant 
Hospital, one of Northwestern’s five 
affiliated hospitals, where construction 
will be started Sept. 1, on a 14-bed re- 
search center on the hospital’s third 
floor. Dean Young will be principal in- 
vestigator for the program in associa- 
tion with Dr. DAvip P. EARLE, professor 
of medicine. 

Dr. JOHN T. GRAYHACK has been ap- 
pointed chairman of the urology depart- 
ment. He will succeed Dr. VINCENT J. 
O’CONOR, who is retiring from the post 
Sept. 1. The appointment coincides with 
the establishment of the Herman L. 
Kretschmer Chair of Urology in which 
Dr. Grayhack will serve. The chair is 
being named in honor of Dr. Kretsch- 
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mer, who had donated more than $1.2 
million to Northwestern before his death 
in 1951. 


Oklahoma 

Three new chairmen of basic science 
departments have been appointed at the 
School of Medicine. Dr. MARION DE- 
VEAUX, former associate professor of 
pharmacology and physiology at Emory 
University, assumed duties July 1 as 
professor and chairman of the pharma- 
cology department. Dr. FRANCIs J. 
HARDY, assistant professor of medicine 
and physiology at Northwestern Univer- 
sity Medical School, has been named 
professor and chairman of the depart- 
ment of physiology and associate pro- 
fessor of medicine, effective Sept. 1. 
New chairman of the department of 
microbiology is Dr. L. VERNON Scott, 
professor and a member of the Oklaho- 
ma faculty since 1950. 


Oregon 

The Medical School has been awarded 
a $5.6 million grant by the Public Health 
Service to establish a broad, coordinated 
cardiovascular research program in the 
fight against heart disease. The grant 
will extend over a seven-year period. 
Dr. DAvip W. E. Bairp, Medical School 
dean, will be chief investigator and Dr. 
CHARLES N. HOLMAN, associate dean, 
will be program director. Dr. Baird has 
appointed Dr. HERBERT E. GRISWOLD Jr., 
professor and head of the division of 
cardiology, research coordinator of the 
program. 

Dr. DAvip D. DEWEESE was appointed 
full-time professor and head of the oto- 
laryngology department, and Dr. BEN- 
JAMIN V. SIEGEL, California scientist, 
was named professor of pathology. Dr. 
DeWeese, who has practiced otolaryngol- 
ogy with the Portland Clinic since 1944, 
has served on the faculty for the same 
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period. He assumed full-time duties 
July 1. Dr. Siegel comes to Oregon from 
the University of California School of 
Medicine where he 
search virologist 
partment. 


was associate re- 
in the pathology de- 


Pennsylvania 

A five-year pilot program, designed 
to link the basic medical sciences more 
directly with clinical aspects in the 
teaching of medical specialties, will be 
launched in September at the Graduate 
School of Medicine. The seminar-like 
teaching program will be introduced in 
the school’s department of internal medi- 
cine under the direction of Dr. HENRY 
J. TUMEN, professor and chairman of 
the department of medicine. The pro- 
gram will have particular value, Dr. 
Tumen believes, for doctors from other 
countries who are enrolled in the school. 
Under the curriculum, graduate students 
enroll for two four-month semesters, the 
first devoted to intensive 
basic medical The second se- 
mester is devoted chiefly to the clinical 
and epplied aspects of the student’s med- 
ical specialty. Under the program which 
Dr. Tumen is introducing, special semi- 
nars will be added to his department's 
teaching program during the first semes- 
ter to help the graduate doctor correlate 


courses” in 
sciences. 


his basic science courses with clinical 
experience. 
Dr. RICHARD H. CHAMBERLAIN, pro- 


fessor of radiology, has been appointed 
chairman of the department of radiolo- 
gy. He succeeds Dr. EUGENE P. PENDER- 
GRASS, who became 


emeritus professor 


of radiology on July 1. Chamberlain has 


been on the faculty since 1946. 


Rochester 

Dr. ALBERT C. SNELL Jr., has been 
named to succeed Dr. JOHN F. GIPNER 
as head of the division of ophthalmology. 
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Dr. Gipner, wHo served on the Rochester 
faculty for 34 years, retired June 30 as 
head of the division, a post he held 
since 1931. Dr. Snell joined the Roches- 
ter medical faculty in 1944 as an in- 
structor in ophthalmology and assistant 
surgeon. He became associate professor 
in 1949. 

Three members of the faculty have 
been given professorial rank. The pro- 
motions include: Dr. PHILIP RUBIN, who 
has been named professor of therapeutic 
radiology and chief of the division of 
radiation and assistant physician in 
Strong Memorial Hospital; Dr. STANLEY 
M. RoGorr, named professor of diagnos- 
tic radiology and chief of that division 
at Strong Memorial Hospital; and Dr. 
ROGER TERRY, named professor of pa- 
thology. 


St. Louis 

Dr. GRAYSON CARROLL, professor of 
clinical urology and head of the depart- 
ment at St. John’s Hospital, has been 
named president-elect of the American 
Urological Association. He will preside 
over the Association’s national meeting 
to be held in St. Louis in 1963. 


Seton Hall 

Dr. HUMBERT L. RIVA, who has spent 
much of his professional life in the U.S. 
Army, has been named head of the de- 
partment of obstetrics and gynecology. 
He retired from the service on June 30, 
with the rank of colonel and at the same 
time resigned from the Georgetown Uni- 
versity School of Medicine where he was 
clinical associate professor of obstetrics 
and gynecology. Since 1949, Dr. Riva 
has been chief of obstetrics and gyne- 
cology at Walter Reed General Hospital. 
Simultaneously he has held a number 
of other posts, including -con- 
sultant to the Surgeon General, and to 
the White House. 


medical 
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‘Breathe deeply, Your Majesty.’ 


Early in the 1850's, opposition to chloroform 


and its use in painless childbirth was based on 
moral and religious grounds, rather than med- 
ical. The disputes had been raging for three 
years when John Snow, the first London “spe- 
cialist in anesthesia,” was unexpectedly sum- 
moned to Buckingham Palace. Queen Victoria 
was then awaiting the birth of her fourth son. 
Prince Albert received Snow and questioned 
him about the possible dangers of anesthesia 
and painless childbirth. Impressed by the phy- 
sician’s attitude and knowledge, the Prince 
Consort requested Snow to hold himself in 
readiness for the Queen’s confinement. 

On the morning of April 7, 1853, Snow placed 
a handkerchief soaked in approximately thirty 
drops of chloroform over the Queen’s nose 


One of a series presented by 


and mouth. To the relief of the witnesses, the 
Queen responded at once. Employing his own 
modern-sounding method of intermittent an- 
esthesia, Snow applied the handkerchief some 
fifteen more times, using fifteen to twenty 
drops each time. After a tense fifty-three 
minutes, Prince Leopold was born without the 
slightest complication, and without any ex- 
pression of pain from the Queen. Overnight, 
the example set by Victoria made childbirth 
under chloroform a fashion in Great Britain. 
For a time, the victory of chloroform drove 
ether completely from the field, only to yield 
ground later after the advantages of each had 
been carefully weighed. 

—Jurcen Tuorwatp: The Century of the Surgeon, 
New York, Pantheon Books Inc., 1957, pp. 135-137. 
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Dr. RICHARD A. CHAMBERS, Oxford 
educated physician, will take over as 
director of the division of neurology 
when Dr. Joseph M. Foley leaves the 
post to become professor of neurology 
at Western Reserve University School 
of Medicine. 

Prior to joining the Seton Staff in 
1960, Chambers was assistant physician 
in neurology at Toronto General Hospi- 
tual. He also was clinical teacher in neu- 
rology and associate in neuropathology 
at the University of Toronto School of 
Medicine. When he assumes his new 
post in September he will hold the rank 
of professor of neurology. 

Dr. DAviD F. OPDYKE, professor and 
chairman of the physiology department, 
is taking a leave from his post and for 
the next 18 months will be visiting pro- 
fessor of physiology on the medical fac- 
ulty of the University of Airlangga, 
Surabaja. Dr. Opdyke heads for the 
Orient under a program sponsored by 
the International Cooperative Adminis- 
tration, a division of the U.S. Depart- 
ment of State, and the University of 
California. The purpose of the program 
is to train the Indonesian medical fac- 
ulty and to install the Ameriean system 
of medical education. 


Stanford 


Dean ROBERT H. ALWAY was one of 
four Americans participating in the In- 
ternational Symposium on Hospital and 
Medical School Design in Dundee, Scot- 
land, July 12-15. The symposium was 
held at Queen’s College, the college of 
the University of St. Andrews (cq) 
which includes the University’s medical 
school. 

Dr. WILLIAM W. GREULICH, executive 
head of the anatomy department, has 
been named senior scientific attache for 
the U.S. Embassy in London. From 1952 
to 1954 Dr. Greulich held a similar post 
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when he was seience advisor to Dr. 
James B. Conant, then U.S. High Com- 
missioner for Germany. Greulich will 
be responsible for advising embassy 
officials on scientific issues, expediting 
exchange programs such as the Ful- 
bright scholarships, visiting universi- 
ties in Great Britain, and attending 
scientific meetings as an official United 
States representative. 


S.U.N.Y. Brooklyn 

The Board of Trustees of State Uni- 
versity of New York has approved plans 
and specifications for the construction 
of a new teaching and research hospital 
at the Downstate Medical Center in 
Brooklyn at an estimated cost of nearly 
$20 million. Construction is expected to 
begin in the fall and the hospital will 
be available for use in 1964. The 350- 
bed hospital will be a U-shaped, eight 
story structure. The Medical Center 
presently enrolls 600 medica] students 
who receive their last two years of clin- 
ical training in 12 affiliated teaching 
hospitals. The combined facilities of 
these hospitals and of the new teaching 
and research hospital, which has been 
designed specifically as a training center 
for medical education, will enable the 
medical school to increase its enrollment 
to the State University goal of 800 stu- 
dents. Approximately a quarter of the 
building will be devoted to medical re- 
search. A Public Health Service grant 
of $2,362,500 will help finance this re- 
search portion of the building. 

Dr. PERRIN H. LONG, who will retire 
as professor of medicine August 31, has 
been named professor emeritus. Dr. 
Long served as chairman of the depart- 
ment of medicine at the Downstate 
Medical Center and chief of medicine 
at Kings County Hospital from 1951 to 
1960 and as professor of medicine from 
1960 to the present. 
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S.U.N.Y. Syracuse 

The Upstate Medical Center is com- 
bining its departments of obstetrics and 
gynecology into a single department, and 
named to head the single unit is Dr. 
ROBERT E. L. NESBITT Jr., professor of 
obstetrics and gynecology and chairman 
of the department at Albany Medical 
College. Nesbitt will join the faculty in 
September when reorganization 
takes place. A similar reorganization of 
the obstetrical and gynecological serv- 
ices at Memorial Hospital will be made 
at the same time. Dr. Nesbitt will be 
designated as chief of the combined 
services at the hospital. 

Dr. CHESTER E. CLARK is presently 
the chairman of the gynecology depart- 
ment and Dr. EDWARD C. HUGHES is 
chairman of the obstetrics department. 
Both men will be active participants in 
the reorganized department will 
continue to hold their present faculty 
positions as professor in the combined 
department. 


Tennessee 


Dr. RONALD H. ALDEN, who has been 
serving as acting dean of the School of 
Biological Sciences at the University of 
Tennessee Medical Units, has _ been 
named dean. Dr. Alden also is associate 
dean of the Medical Sciences Graduate 
School. A graduate of Stanford Univer- 
sity and Yale, Dr. Alden joined the fac- 
ulty in 1942 and has been chief of the 
anatomy division since 1951. Dr. G. 
GORDON ROBERTSON, professor of anat- 
omy since 1952, will succeed Dr. Alden 
as chief of the division of anatomy. 


Vanderbilt 


Dr. HERBERT C. FRANCIs, head of the 
department of radiology, died May 29, 
of a heart attack at his home. Dr. Fran- 
cis, who had been connected with Van- 
derbilt since 1937, had been professor 
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of radiology since 1947 and head of the 
department since 1955. 


West Virginia 

Dr. EDWARD J. STUART, associate pro- 
fessor of pathology, has been named as- 
sistant dean of the School of Medicine. 
Dr. Stuart, who assumed his new post 
July 1, will continue as a member of 
the teaching staff, working on a part- 
time basis in administration. 

Dr. WILHELM S. ALBRINK, former as- 
sociate professor of pathology at Yale 
University School of Medicine, joined 
the West Virginia staff July 1 as profes- 
sor and chairman of the department of 
pathology. He succeeds Dr. MILFORD L. 
Hosss, who resigned June 30. 


Western Reserve 

Two major administrative appoint- 
ments in the medical school were 
announced recently by University Presi- 
dent JOHN S. MILLIs. Dr. AUSTIN B. 
CHINN, associate professor of medicine 
and director of the teaching program in 
Comprehensive Health Services, has 
been named associate dean of the Medi- 
cal School. Dr. EDWARD O. HARPER, as- 


sociate professor of psychiatry, has been 


named assistant dean. Dr. Chinn has 
been on the WRU faculty since 1946. He 
was Medical Director of Benjamin Rose 
Hospital from 1953 until 1960. Since 
1960, he has been principal investigator 
and chairman of the Committee on Ag- 
ing Research at the university. 

Prior to his appointment to the WRU 
Medical School staff in 1937, Dr. 
Harper was on the faculty of the Uni- 
versity of Pennsylvania School of Medi- 
cine. He has served as consultant in 
psychiatry for the health services of the 
University of Pennsylvania, Western 
Reserve University, and Oberlin Col- 
lege. Since 1953 he has served as con- 
sultant to the Surgeon General of the 
U.S. Army. 
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Wisconsin 

Dr. ROBERT D. COYE, assistant profes- 
sor of pathology, has been appointed as- 
sistant dean of the Wisconsin Medical 
School. In his new post Dr. Coye will 
be in charge of student admission, re- 
cruiting of new students, and will han- 
dle student affairs as they relate to fi- 
nances. Coye has been a member of the 
staff since 1955, coming to Wisconsin 
as an instructor in pathology. 


Yale 

Dr. JOHN R. PAUL and Dr. LEON S. 
STONE, each having served more than 
20 years on the faculty, retired in July. 
While both men have reached the retire- 
ment age of 68, they will continue spe- 
cial research projects at Yale and at 
other institutes. 


from the National 


New Types of Long-Term 
Support Grants Announced 

Two new forms of long-term Federal 
financial assistance to universities, med- 
ical schools, and other  non-Federal 
intitutions engaged in medical and bi- 
ological research, are now available from 
the National Institutes of Health. 

One of the new forms of support, 
“research center grants,” will provide 
more extensive assistance for the phys- 
ical resources, particularly research beds 
and associated laboratories, required for 
modern medical research. 


NOTE: Readers desiring copies of publi- 
‘ations mentioned in this section of J. Med. 
Educ., may, unless otherwise noted, obtain 
them as well as additional information on 
any subject reported herein, by addressing 
their requests to the Office of Research 
Information, Room 115, Bldg. T-19, Na- 
tional Institutes of Health, Bethesda 14, 
Md. 
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Dr. Paul, who was appointed to the 
Yale faculty in 1928 as assistant profes- 
sor of medicine and attained the rank 
of professor in 1940, was one of the 15 
persons named, in 1957, to the newly- 
created Polio Hall of Fame in Warm 
Springs, Ga. In his retirement he will 
be in charge of the World Health Or- 
ganization Reference Serum Bank which 
has already been established at the 
Yale School of Medicine. 

Dr. Stone has been on the Yale faculty 
since 1921 when he was named instruc- 
tor in anatomy. He has been Bronson 
Professor of Comparative Anatomy 
since 1940. Dr. Stone has been cited for 
his work in the field of vision and has 
conducted pioneer studies trans- 
planted eyes. He will continue his re- 
search on retinal regeneration and 
vision in his Yale laboratory. 


Institutes of Health 


The second type, “research program- 
project grants” will assist in financing 
broadly defined, continuing research pro- 
grams. 

It was emphasized by NIH, in defining 
the objectives and purposes of the two 
new categories of research grants, that 
they supplement rather than _ replace 
long-standing NIH programs of support 
for specific research projects of individ- 
uals and small groups of scientists. 

One of the purposes of the new grants 
is to systematize and expand NIH efforts 
to enable research institutions to pro- 
vide better facilities and services and a 
more stable environment in which the 
work of outstanding individual scientists 
and research teams can go forward. 

Both types of grants will usually be 
awarded for an initial period of seven 
years. Applications for renewal will be 
reviewed during the fifth year. If ap- 
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for NEW EDITIONS 
the school year} OF TWO UNIVERSALLY 
1961-1962] POPULAR TEXTBOOKS 


HISTOLOGY 


By ARTHUR W. HAM and THOMAS S$. LEESON 


FOURTH EDITION 


912 Pages 589 Figures e $11.00 


AND 


SURGERY 


Principles and Practice 
By HARKINS MOYER RHOADS ALLEN 


SECOND EDITION 


1590 Pages . 652 Figures e $17.00 


Available through your medical bookstore or 
direct from publisher 


J. B. LIPPINCOTT COMPANY 


East Washington Square, Philadelphia 5, Pa. 
In Canada: 4865 Western Avenue, Montreal 6, P.Q. 
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proved at that time, grants may be 
renewed for an additional five years. 
This process will be repeated every five 
years. 

Literature defining the new research 
grant categories in detail has been dis- 
tributed to medical research institutions 
throughout the country, and is available 
from NIH upon request. 


Stipends Increased for NIH 
Postdoctoral Fellowships 

A stipend increase of $500 for post- 
doctoral fellowships was announced in 
June by the NIH Division of Research 
Grants. The decision is in consonance 
with a similar increase made effective 
by the National Science Foundation. Af- 
fected are postdoctoral fellowships (new 
or continuation) awarded on or after 
July 1, 1961. 

The new stipend scale will be as fol- 
lows: first level—$5,000; second level— 
$5,500; third level—$6,000. The higher 
stipends are to be provided for all post- 
doctoral awards made from funds appro- 
priated from Fiscal Year 1962 funds; 
awards made from funds appropriated 
for earlier fiscal years will not be af- 
fected. Allowances for dependents, travel 
and supply grants will remain un- 
changed. 


Psychopharmacology Abstracts 
Now Available on Monthly Basis 
Providing world-wide coverage of cur- 
rent literature in the field of psycho- 
pharmacology, a new monthly publica- 
tion, Psychopharmacology Abstracts, is 
being published by the Psychopharma- 
cology Service Center of the National 
Institute of Mental Health through 
Medical Literature, Inc., Philadelphia, a 
non-profit organization specializing in 
the preparation of abstract journals. 
The new abstract journal is an _ in- 
tegral part of the Center’s activities. 
Primary reason for launching an ab- 
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stracting service is the breadth of the 
field of psychopharmacology, which 
straddles several traditional scientific 
disciplines—psychiatry, medicine, an- 
thropology, psychology, pharmacology, 
neurophysiology, botany, biochemistry 
and organic chemistry. Relevant litera- 
ture is found in many scattered sources 
and is not easily accessible to the spe- 
cialist in one field. No presently avail- 
able single abstracting service covers 
all the material of interest to the psycho- 
pharmacologist. 

For purposes of defining material rele- 
vant for inclusion in Psychopharmacol- 
ogy Abstracts, psychopharmacology is 
considered to be the study of the effects 
of drugs on behavior, normal or abnor- 
mal, in animals or in human beings. 
Drugs, in this context, are considered 
to be all chemical substances, exogenous 
or endogenous, having an effect on be- 
havior. 


86 Physicians Start Training 
In NIH Residency Programs 

Eighty-six physicians reported to NIH 
on July 1 to begin their training in re- 
search as Clinical Fellows, Clinical As- 
sociates and Research Associates. More 
than 1200 inquiries and almost 500 ap- 
plications were received concerning these 
appointments which were made 18 
months ago. The applications for July. 
1963, and later appointments are now 
being received; deadline is Sept. 30. 
Successful candidates on the next selec- 
tion list will be commissioned in the 
Public Health Service Reserve, effective 
July 1, 1962 and deferred from service 
in the Armed Forces until they report 
for active duty at NIH. 

For full information about NIH resi- 
dency programs, and for applications, 
write to: Chief, Clinical and Professional 
Education Branch, Clinical Center, Na- 
tional Institutes of Health, Bethesda 14, 
Md. 
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RESIDENCY PROGRAM 
Clinical Fellows (Residents) are ap- 
pointed to those Institutes and profes- 
sional departments where residency 
training, approved by an American Spe- 
cialty Board, has been developed. 


CLINICAL ASSOCIATES 
The several Institutes also appoint 
young physicians to clinical responsi- 
bilities equivalent to those of residents. 
In each instance the appointee, known 
Clinical 
member of a 


as a Associate, is the junior 
clinical research team. 
Considerable time is devoted to research 
in the laboratory and on the ward, and 
excellent opportunities to advance in 
clinical knowledge are made available. 
Medical graduates with one or more 
years of specialty training beyond in- 
ternship and demonstrated research abil- 
ity, training, or interest are eligible. 
Appointees are not formally enrolled as 
fellows or residents and the 
been formulated to 
requirements of 
most 


programs 
meet the 
boards. In 


have not 

specialty 
clinical have 
received a year of credit toward admis- 
sion to specialty board examinations 
upon certification of the Clinical Director 
of the Institute after completing their 
appointment. 


instances associates 


RESEARCH ASSOCIATES 
Each 


who 


year a number of 
have finished 


physicians 


internship or one 


year of residency training are appointed 
to positions in laboratory research. They 
are carefully matched, after a series of 
conferences, with a preceptor who is a 
leading investigator in a field of their 
interest. Their immediate instruction and 


supervision is supplemented with 268 
hours of planned basic science courses 
and seminars. Selection is based on dem- 
onstrated potential and interest in basic 
research. 
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U.S. Cancer Scientists Return 
From Official Visit to Russia 

Members of a six-man cancer mission 
to Russia returned to the United States 
in June after a two-week tour of Soviet 
cancer’ institutions. Headed by Dr. 
KENNETH M. ENpIcotTT, director of the 
National Cancer Institute, the group 
consisted of Drs. HOWARD C. ANDERVONT 
and Roy HERTZ, NCI staff members, and 
Drs. HENRY T. RANDALL, CHESTER STOCK 
and GILBERT DALLDORF of the 
Kettering Institute for Cancer Research, 
New York. 

This visit returned one made last fall 
tc NIH and Sloan-Kettering by a group 
of Russian 


Sloan- 


scientists. Both trips were 
arranged in accordance with an agree- 
ment the United States and 
USSR for cooperation in the exchange 
of missions in scientific, technical and 
cultural fields during 1960-1961. 

The U.S. group’s itinerary, planned by 
the Russians, included the Institute for 
Experimental and Clinical Oncology, thie 
State Institute of Oncology im. P. A. 
Gertzen, and the Gamaleya Institute of 
Microbiology and Epidemiology in Mos- 
cow, and the Institute for Oncology in 
Leningrad. 


between 


Several Medical Groups Plan 
To Hold Fall Meetings at NIH 

In addition to one five-day national 
meeting which will be held at NIH, spe- 
programs have arranged for 
members of several national and inter- 
national medical organizations attending 
meetings in Washington and New York 
during the months of September and 
October. 

The American Fracture Association, 
meeting in Washington September 17-21, 
will have a special session in the NIH 
Clinical Center on September 19. Fea- 
tured at this session will be a discussion 
on “Recent Treatment of 


cial been 


Advances in 
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Gout” presented by Dr. Joseph J. Bunim, 
clinical director of the National Insti- 
tute of Arthritis and Metabolic Diseases. 

The FAO International Conference on 
Fish and Nutrition, meeting in Washing- 
ton September 19-27, will hold a special 
session at NIH in the Clinical Center. 

The Post-Graduate Assembly of the 
Endocrine Society will hold a five-day 
session at NIH October 2-6. 

Delegates from the International Col- 
lege of Neurosurgeons, meeting at the 
Statler Hotel in Washington October 
14-20 will visit NIH on a day yet to 
be selected for a tour of the Clinical 
Center and a special program. 

Delegates to the Fourth International 
Congress on Allergology, meeting in 


New York October 15-20, will visit NIH 
for a special one-day program as part 
of a post-Congress tour on October 24. 


NIH Names in the News 
CLINTON C. POWELL 
pointed as Assistant 
National Institute of 
fectious Diseases. Dr. 
sumed his new duties July 1, was for- 
‘ merly deputy director of the Division 
of Research Grants. Among other duties 
he will Director Justin M. 
Andrew’s administrative representative 
for NIAID research grants activities. 
Dr. JOHN Epccomps, of the Pathologic 
Anatomy Branch, National Cancer Insti- 
tute, left Washington late in June for 
a stay of approximately six months in 
Russia as a participant in the US-USSR 
scientific and cultural exchange pro- 
gram. He is the first cancer investigator 
to visit Russia for long-term collabora- 
tive studies under the terms of the 
agreement signed November 29, 1959 by 
representatives of the two countries. He 
will be assigned to the Institute of Ex- 
perimental Pathology and Therapy of 


has been ap- 
Director of the 
Allergy and In- 
Powell, who as- 


serve as 
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Cancer, Academy of Medical Sciences, 
Moscow. 

Dr. KELLY M. WEST has been ap- 
pointed as Special Assistant for Scien- 
tific Affairs to Dr. MARTIN M. CUMMINGs, 
Chief of the Office of International Re- 
search Activities, NIH. Dr. West was 
formerly associate professor in the de- 
partment of medicine, University of 
Oklahoma School of Medicine. In his 
new position Dr. West will act as prin- 
cipal advisor to Dr. Cummings in the 
planning and development of NIH over- 
seas research programs and their co- 
ordination with the activities of other 
international research and scientific or- 
ganizations. 

Dr. RICHARD R. WILLEY has been ap- 
pointed Deputy Chief of the Division of 
Research Grants. He was Chief of the 
Research Grants Branch, Division of 
General Medical Sciences, from 1958 to 
1960. Except for a period of travel and 
study during the past year, Dr. Willey 
has been at NIH since 1954. He as- 
sumed his new post July 1. 

Dr. SANFORD M. ROSENTHAL and Dr. 
HARRY EAGLE, two scientists who have 
served the Public Health Service for 
many years, retired in June. Dr. Rosen- 
thal, retiring after 33 years at NIH, 
had been chief of the Laboratory of 
Pharmacology and Toxicology, National 
Institute of Arthritis and Metabolic Dis- 
eases since 1948. He will continue his 
research studies as a special NIH con- 
sultant in pharmacology and will spend 
the next year supervising the Institute’s 
burn shock project in Lima, Peru. Dr. 
Eagle, leaving his post as chief of the 
Laboratory of Cell Biology, National In- 
stitute of Allergy and Infectious Dis- 
eases, after 25 years of service, becomes 
chairman of the department of cell biol- 
ogy at the Albert Einstein College of 
Medicine. 
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Items of Current Interest 


September Issue of J. Med. Educ. 
International in Scope 

To coincide with the World Medical 
Association which will be held in Rio de 
Janeiro, Brazil, Sept. 15-20, The Journal 
of Medical Education is once again going 
international by featuring articles from 
several foreign countries in its Septem- 
ber issue. 

The first “special international issue” 
of The Journal made its appearance in 
August 1959 when the Second World 
Conference on Medical Education met 
in Chicago. The September 1961  is- 
sue, which will go to all medical schools 
throughout the world, will contain origi- 
nal manuscripts from 16 foreign coun- 
tries, each accompanied by an abstract 
in Interlingua. 


Rutgers to Offer Two Years of Medicine 

A school of the Basic Medical Sciences 
is being planned at Rutgers University, 
New Brunswick, N. J. Under the pro- 
posed program, students would be able 
to complete two years of medical studies 
at Rutgers and then transfer to a regu- 
lar four-year medical school for their 
junior and senior years. 

A grant of $1,073,200 by the Kellogg 
Foundation will aid Rutgers in estab- 
lishing the new school. Of the Founda- 
tion grant, about half will be used for 
planning the new unit, adding a medical 
faculty, and for consultation and equip- 
ment purposes. 

The first class of 50 is scheduled to 
enroll in the fall of 1963 with a doubling 
of the enrollment the following year. It 
will be the the first medical training 
program attached to a public university 
in New Jersey. 


Damon Runyon Fund Establishes 
Cancer Research Fellowships 

The Damon Runyon Memorial Fund 
for Cancer Research announces the es- 
tablishment of Cancer Research Fellow- 
ships with a minimum of $5,000 as an 
annual grant. 

According to Fund President Dan 
Parker, the post-doctoral fellowships are 
“intended for the training of young in- 
vestigators in the field of cancer whose 
research potential may be further de- 
veloped by association with an outstand- 
ing investigator or research group.” 

Eligibility for the fellowship grants 
is limited to men and women who have 
received their medicine, 
philosophy, or science, or who have com- 
pleted all requirements leading towards 
doctoral degrees. 

Applications for fellowships, 
will be activated for 1962, may be ob- 
tained from the office of the Damon 
Runyon Memorial Fund for Cancer Re- 
search, Inc., at 730 Fifth Ave., New 
York 19, N.Y. 


doctorates in 
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Heart Association Issues Report on 
Postgraduate Medical Education 


A report on the status and aims of 
postgraduate medical education, planned 
to serve as a guide to future activities 
in this field, has just been published by 
the American Heart Asociation. En- 
titled, “The Physician’s Continuing Edu- 
cation,” the report was prepared on be- 
half of the Association’s Committee on 
Professional Education by a group of 
13 volunteer physicians headed by Dr. 
STEWART G. WOLF, professor of medicine 
and chairman of the department, the 
University of Oklahoma School of Medi- 
cine. 


7 

r 

4 

¢ 
XXXV 


xxxvi Journal of Medical Education 


The report discusses various educa- 
tional techniques for postgraduate or 
“continuing” education in terms of their 
relative merits, and emphasizes the need 


for research to develop new training 


methods as well as to improve evalua- 


tion of those now currently used. 

Copies of the report, a 48-page paper- 
bound volume, may be obtained from 
local or Heart Associations or 
through the American Heart 
tion, 44 East 23rd St., New 
N.Y., at 60¢ per copy. 


state 
Associa- 


York 10, 


Dr. Darley Named Officer of National 
Society for Medical Research 

At a recent meeting of the National 
Society for Medical Research, Dr. WARD 
DARLEY, Executive Director of the As- 
sociation of American Medical Colleges, 
was named a Vice-President of the or- 
ganization. Also elected Vice-president 
Dr. JOHN B. YOUMANS, former 
AAMC president and now Director of 
the Division of Scientific Activities of 
the American Medical Association. 

The National Society for Medical Re- 
search is an organization maintained 
by 670 of the major organizations and 
institutions in the United States 
cerned with research in biology and 
medicine. The Society is the hub of a 
cooperative program to build public un- 
derstanding of the methods, needs, and 


Was 


con- 
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accomplishments of medical research. 

Dr. HIRAM E,. ESSEX, emeritus pro- 
fessor of physiology and former chair- 
man of the section on physiology of the 
Mayo Foundation for Medical Education 
and Research, takes over as President. 
He succeeds Dr. LESTER R. DRAGSTEDT, 
former professor and chairman of the 
department of surgery at the Univer- 
sity of Chicago; now at the University 
of Florida. 


Medical Scholarships for 
Negro Students 

Nine outstanding Negro college stu- 
dents have been awarded four-year medi- 
cal scholarships with annual awards 
ranging from $400 to $1250 each under 
a program designed to help relieve the 
critical shortage of Negro physicians 
and surgeons in the United States. 

The medical scholarship program is 
financed by a substantial grant from 
the Alfred P. Sloan Foundation to the 
National Medical Fellowships, Inc., 
which receives applications, selects can- 
didates, and administers the program. 
One of the program’s objectives is to 
make it highly qualified 
Negro students to attend the nation’s 
leading medical schools. The National 
Medical Fellowships, Inc., a non-profit 
organization, is located at 951 E. 58th 
St., Chicago, Ill. 


possible for 
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PUBLICATIONS 


of the 
ASSOCIATION OF AMERICAN MEDICAL COLLEGES 


Useful information for both medical educators and students is published by the 
Association of American Medical Colleges. These publications may be obtained from 
the Association Headquarters office, 2530 Ridge Avenue, Evanston, Illinois. 


BOOKS AND PAMPHLETS 


Admission Requirements of American Medical Colleges—1!960-61 ($2.00). 
History of the Association of American Medical Colleges—1876-1956. 
Financial Assistance Available for Graduate Study in Medicine ($2.50). 
Medical Schools in the United States at Mid-Century ($4.50). 

Education of Physicians for Industry ($2.00). 

A Study of Medical College Costs ($1.50). 

Medical Education for Foreign Scholars in the Medical Sciences ($1.50). 
Film Catalog 


THE JOURNAL OF MEDICAL EDUCATION 

A monthly journal devoted exclusively to medical education. 

Subscription rates: $7.00 per year, $13.50 two years, $19.50 three years. Foreign 
$8.00 per year, $15.50 two years, $22.50 three years. Pan America and Canada 
$7.50 per year, $14.50 two years, $21.00 three years. Single copies $1.00. 

TEACHING INSTITUTE REPORTS ($2.00 paperbound, $3.00 clothbound). 


Report of the Conference on Preventive Medicine in Medical Schools (Report of the 
1952 Institute). 


The Teaching of Physiology, Biochemistry and Pharmacology (Report of the 1953 
Institute). 


The Teaching of Pathology, Microbiology, Immunology and Genetics (Report of the 
1954 Institute). 


The Teaching of Anatomy and Anthropology in Medical Education (Report of the 
1955 Institute). 


The Appraisal of Applicants to Medical School (Report of the 1956 Institute). 

The Ecology of the Medical Student (Report of the 1957 Institute). 

Report of the First Institute on Clinical Teaching (Report of the 1958 Institute). 
Report of the Second Institute on Clinical Teaching (Report of the 1959 Institute). 


PUBLICATIONS OF RELATED ORGANIZATIONS 


Hospitals Participating in the Matching Program 1961 (NIMP). 
Results of the Matching Program 1961 (NIMP publication). 
The Student and the Matching Program 1961 (NIMP publication). 
— Admission Test—Bulletin of Information 1961 (Psychological Corpo- 
ration). 
In addition to the above publications, the American Psychiatric Association, 1700 
Eighteenth St., N.W., Washington, D.C., still has available copies of the two 
Institutes on the teaching of a Psychiatry in Medical Education—1951 Con- 


ference ($1.00) and the Psychiatrist: His Teaching and Development—!952 Confer- 
ence ($2.50). 
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PERSONNEL EXCHANGE 


Faculty Vacancies and directing training program in epidemiolozy and 
- biometrics at a World Health Training Center now 
PSYCHIATRIST: Faculty appointment in medical under development at this medical school. Oppor- 
school for psychiatrist, preferably with experience tunities will be available for field studies at overseas 
since residency. Must be interested in clinical teach- base. For further information, contact George 
ing of residents and students. Time available for Entwisle, M.D., Chairman, Department of Preven- 
own treatment of in-patients or out-patients, also for tive Medicine and Rehabilitation, University of 
research. Laboratories available, also personal and Maryland School of Medicine, Baltimore 1, Md. 
didaetic analyses and opportunities for full psycho- 
analytic training locally. Unique opportunity to : 
join an active and established department with un- MEDICAL EDUCATION COORDIN ATOR: _ Progressive sen- 
limited opportunities. Salary competitive. Address: eral hospital in East desires full-time M.D. to co- 
V-109. ordinate expansion of educational program for in- 
terns and residents; educational potentialities un- 
limited; abundant service patients; 40 Boarded spe- 
PREVENTIVE MEDICINE: Full-time appointment, at cialists representing all fields; research program con- 
associate, or full professorial level depending upon templated; cardiac catheterization under development. 
qualifications and ability, to head up an established, Address: Paul G. Wedel, Administrator, The Wil- 
ongoing department of postgraduate education with liamsport Hospital, 777 Rural Avenue, Williamsport. 
opportunities for teaching and research participation Pa. 


and development in the department ef preventive 
medicine of a university medical school. Some back- 


ground in preventive medicine or administrative BACTERIOLOGIST: University Hospital has a vacancy 
medicine is desirable. Salary around $14,000 plus for a medically qualified bacteriologist. Appoint- 
fringe benefits. Address: V-110. ment also carries a university teaching position. 
Salary $10,000-$14,000 per annum. Applicants should 

ae have hospital experience. Applications stating date 

OBSTETRICIAN-GYNECOLOGIST: Board eligible or Board of birth, qualifications, experience, present appoint- 


certified obstetrician-gynecologist for full-time assist- 


ment, and the names of three references should be 
ant or associate professorship in well established 


sent to the Director of Bacteriology, University Hos- 


university department. Salary based on training and pital, Saskatoon, Saskatchewan, Canada. 

experience. Modern physical plant with research 

building. Adequate clinical material and opportu- 

nity to develop areas of personal interest. Send cur- MEDICAL TECHNOLOGIST: ASCP Registered medical 

riculum vitae. Address: V-111. technologist (female) with Bachelor's degree and 2 
years experience to work in curriculum of medical 
technology, department of pathology. Position is 


INTERNIST: To direct Pulmonary Disease Section of 


chiefly assisting in administration and teaching 
a large genera! hospital closely affiliated with medi- Salary open, dependent upon qualifications. Reply: 
eal school. Faculty appointment. Broad clinical, Dr. J. F. Kuzma, Director of Department of Pa- 
research, and teaching opportunities. Active Pul- 


thology, Marquette University School of Medicine. 
Milwaukee 3, Wise. 


monary Function Laboratory. Contact: Chief, Medi- 
eal Service, V.A. Hospital, Albany, N. Y. 


MEbDICAL Services Dixector: To have full charge al. LIBRARIAN: University desires Medical 
of all medical and surgieal activities for Kern Librarian at an initial salary of $6,500. The suc- 
County General Hospital System, under administra- will status equiva- 
tive direction of Hospital Administrator; direct and ent to that of departmental chairman in the Faculty 
coordinate medica) services, supervise operation of of Medicine. Duties will include full responsibility 
intern and resident teaching programs. M.D. degree for the administration of the Medical Library. Mini- 
from approved medical school, approved internship mum qualifications must include the Medical Library 
completion of approved residency and three years Association Grade I certificate, or its equivalent, with 


experience in practice of medicine, two years of some experience in library administration Applica- 
which must have been in teaching or supervisory Mana — be addressed to the Chief Librarian, 
capacity. Certification by an American Board. Cali- Halifax. N = ——— Library, Dalhousie University, 
fornia M.D. license. Salary $15,228 to $18,504 an- 


~ 


nually. Write to: 
General Hospital, 


Leon Bryson, Kern County 
Flower St., Bakersfield, Calif. 


BIOCHEMIST: Junior staff position open in expand- 
ing biochemistry department of mid-western medical! 


RADIOLOGIST: To assist staff radiologist in opera- school. Teaching and research. Opportunity for ad- 
tion of X-ray department at Kern General Hospital vancement. Salary competitive. Valuable fringe bene- 
including supervision of technical employees, assist- fits. Address: V-112. 
ing in resident physician training Active depart- 
ment. Possession of valid license to practice medicine . . . nas 
in California required: certification or eligibility for PHYSICIANS: County hospital affiliated with three 
certification by American Board of Radiology is de- medical schools, desires qualified full-time physicians 
sirable. Salary $11,928 to $14,508. Write to: Kern for intern and resident teaching and patient care 
County General Hospital, 1830 Flower Street, Bakers- responsibilities in following fields: internal medicine, 
field, Calif. general surgery, pediatrics, psychiatry, obstetrics and 


zynecology, radiology, forensic pathology, director of 
outpatient clinic, and physician experienced in re- 


Mevicat. Epucation Director: Board Certified or habilitation to direct long term medical care program. 
comparable to requirements for Board Certification All starting salaries over $14,000. Include curriculum 
to direct an approved internship and residency pro- vitae with inquiry to: F. G. Gillick, M.D., Santa Clara 
gram. Two hundred sixty-six bed community hospi- County Hospital, San Jose-Los Gatos Road, San Jose 
tal with medical school affiliation in University City. 28, Calif. 


Write and include curriculum vitae: Arthur V. Cran- 

dall, Administrator, Brackenridge Hospital, Austin, 

Texas. PATHOLOGIST: Board certified or Board eligible 
pathologist for position ibining hospital pathology, 
teaching in school of medicine and research. Applicant 


EPIDEMIOLOGIST: A newly established, full-time should be interested in both clinical pathology and 
faculty position now available. Candidates with medi- pathologic anatomy Compensation and rank de- 
cal degree preferred. Background and experience in pendent upon qualifications. For further informa- 
epidemiology and biostatistics required: background tion address: Theodore L. Perrin, M.D., The Creighton 
in infectious disease studies with overseas field ex- University School of Medicine, 302 N. 14th St., 
perience desirable. Duties will include organizing Omaha 2, Nebr 
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Personnel Exchange 


XxXxix 


and positions available, as 
of being identified 


To aid in solution of the problem of faculty vacancies, MEDICAL EDUCATION will list persons 
a free service. The school department or person may have the option 


in these columns or of being assigned a key number for each position listed. 
Mail addressed to key numbers will be forwarded to the 


Information for these columns should reach the Personnel Exchange, Journal of Medical Edu- 
cation, 2530 Ridge Avenue, Evanston, Illinois, not later than the 10th of the month which pre- 
cedes the month in which the listings will appear. 


person or department listing the request. 


Personnel Available 


INTERNIST: Certified; also certified in cardiovascu- 
lar disease. Experience in medical school teaching 
as assistant professor at student, intern, resident and 
practicing physician level. Desires full-time position 
in teaching or community hospital and/or medical 
school. Address: A-479. 


INTERNIST-CARDIOLOGIST: Board certified. Age 35. 
One year training in clinical cardiology and one year 
in eardiovascular laboratory — Harvard and Mayo 
Clinic. Now university instructor in England, re- 
turning shortly to U.S. Interested in practice, teach- 
ing, director of medical education. Address: A-480. 


PATHOLOGIST: Age 56. Voluntarily retiring as pro- 
fessor and department head, University Medical Cen- 
ter, July 1, 1961. Twenty years teaching experience 
Thoroughly experienced in service work. Desires 
position as teacher combined with service work, pref 
erably surgical pathology. Address: A-48] 


PATHOLOGIST—ADMINISTRATOR: Pathologist with ex- 
cellent full-time academic background in administra- 
tion, medical education, research and service respon- 
sibilities. Experience includes professorship and 
chairman department of pathology, development of 
research, curriculum, teaching methods, services, and 
coordinated medical school activities 
lications Jesires teaching position 
nity to aid in development Eastern 
ferred Address: A-482 


Extensive pub- 
with opportu- 
location pre- 


INTERNIST: Certified. Age 35. Currently on faculty 
of Eastern medical school Experience in private 
practice and administrative medicine Desires ap- 
pointment in teaching hospital and/or medical school 
with opportunities for clinical research in cardio- 
vascular disease, teaching and administrative respon- 
sibilities Address: A-43 

PSYCHIATRIC SoctaL Worker: Female, M.S., per- 
sonal psychoanalysis Three years experience in 
delinquency problems. Current appointment in medi- 
eal school involves participation in clinical and teach- 
ing program in department of psychiatry. Desires 
similar position or other psychiatric clinical appoint- 
ment. Southern California preferred. Available July 
1, 1961. Address: A-484. 


INTERNIST: Age 34, single, male Currently on facul- 
ty of British Colonial medical school. Postgraduate 
training in clinical medicine and research Experi- 
ence in cardiac catheterisation and haemodynamic in- 
vestigations; also in life insurance medicine and some 
private consultative practice. Numerous publications 
Desires faculty appointment or fellowship with op- 
portunity for cardiological investigation. Address: 
A-485. 


OBSTETRICIAN-GYNECOLOGIST: Age 35, PBK. AOA. 
Desires head administrative appointment in medical 
school or affiliated hospital, with opportunity to de- 
velop department. Ability in creative research, teach- 
ing, and operative gynecology. Institution must 
allow to be earned or pay a minimum of $30,000. 
Address: A-486. 


SuRGEON-THoracic: Age 34. Currently engaged in 
thoracic surgery residency training which includes all 
phases of pulmonary resectional surgery. Wide ex- 
perience in heart surgery Desires full-time medical 


school appointment, balanced between 
search, and dog laboratory research. 


MIcROBIOLOGIST: Ph.D. Many 
clinical bacteriology and mycology. Excellent back- 
ground in parasitology and virology. Well qualified 
in many phases of public health microbiology. Medi- 
eal school and A.S.C.P. teaching experience as well 
as administrative responsibilities. Publications. De- 
sires challenging appointment in medical school. Ad- 
dress: A-488. 


teaching, re- 
Address: A-487. 


years experience in 


ANATOMIST: Ph.D. Male, age 43. Fifteen years 
teaching experience. Currently assistant professor 
teaching neuroanatomy and gross anatomy in school 
of medicine and dental medicine. Also experienced in 
histology and physiology. Trained in educational 
methods and testing Desires opportunity for teach- 
ing and research in anatomy department or in a 
correlated pre-clinical medical program. Address: 
A-489. 


OBSTETRICIAN - GYNECOLOGISTS 
F.R.C. Canada. University trained in U.S., immi- 
grant to U Desires teaching position, department 
of obstetrics and gynecology in a hospital with active 
educational program. Address: A-490. 


M.B.B.S., India 


MEDICAL PHOTOGRAPHER: A.B., age 35. Ten years 
experience in medical photography (including 7 years 
with Veterans Administration). Special training in 
photomicrography. Fluent knowledge of German. 
Desires position with medical school and/or hospital 
affiliated with medical school. Good references. 
Resumé and references on request. Address: A-491. 


PHYSIOLOGIST: Ph.D., assistant professor. Long- 
term research program with staff of four based on 
continuing large N.I.H. grants. Basic and clinical 
aspects of endocrine physiology Major physiology 
teaching responsibilities and experience. Seeks asso- 
ciate professorship in physiology Address: A-493. 


M.D., Punjab University, India. 
Age 27, married, one child. Publications, /nd. J. Med 
Se. and J. Am. Pharm. Assn. Presently research as- 
sistant, department of pharmacology, University of 
Agra. Desires position with U.S. medical school with 
opportunity for Address: A-494 


PHARMACOLOGIST: 


postdoctoral study 


PsyYcHIaTric SoctaL Worker: M.A., University of 
Chicago School of Social Service Administration. De- 
sires position as teacher of psychiatric social work to 
medical students Twelve years experience as chief 
psychiatric social worker in two medical schools. 
Address: A-495 


BIOPH YSICIST- PHYSIOLOGIST 
faculty appointment, 
cations, ks. 


Ph.D., M.S., E.E., wishes 
teaching and research. Publi- 
Areas of research interest—bioelec- 
trie studies, origins of congenital heart disease, bio- 
medical engineering Address: A-496. 


PHYSIOLOGIST - PHARMACOLOGIST: Ph.D., faculty 
member of medical school. Teaching experience. Re- 
search in endocrine physiology and pharmacology of 
endocrine preparations. Publications and Society 
memberships. Desires teaching and/or research posi- 
tion with opportunity for independent research. Ad- 
dress: A-497. 


MICROBIOLOGIST-IMMUNOLOGIST: Research and teach- 
ing experience in bacteriology and parasitology. Pres- 
ently on medical school faculty. Desires faculty ap- 
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pointment appropriate for qualifications with oppor- 
tunity for independent research. Would also consider 
a position in a medical foundation or in a City, 
County, or Federal Institution affiliated with a medi- 
cal school. Address: A-498. 


PREVENTIVE MEDICINE-PuBLIC HEALTH: Physician 
with M.D., Dr.P.H. degrees desires senior teaching 
position on medical school or public health school 
faculty. Numerous publications. Previous research, 
teaching, administrative and health department ex- 
perience. Special interests are epi iol 
tive medicine, and biostatistics. 


preven- 


Address: A-499. 


INTERNIST: M.D., M.S. in Med. Certified. Age 46. 
Wishes to abandon lucrative private practice of 18 
years for full-time (or half-time) medical school 
appointment that includes teaching, OPD, and hos- 
pital practice. Extensive clinical experience and 
original publications in psychosomatic medicine. 
Capable of organizing and heading a psychosomatic 
division that will integrate general medicine and 
psychiatry. Address: A-500. 


ANATOMIST: Ph.D. (Anatomy) 
in Zoology and B.S. in Biology. Age 29, married, 
child. Presently teaching biology in midwest. Pre- 
fers return to anatomy since Ph.D. completed. Twelve 
years full-time teaching experience, including four 
in anatomy (histology, embryology, gross, compara- 
tive, and neurology). Publications. Research inter- 
ests in histochemical aspects of mammalian develop- 
ment; program in progress. Prepared to contribute 
to graduate research training programs. References. 
Address: A-501. 


March 1961. M.S. 


PuHyst0.ocist: Ph.D., age 39. Desires faculty ap- 
pointment, teaching and research. At present associ- 
ate professor of physiology in medical school. Teach- 
ing experience and research in respiratory physiology 
and neuropharmacology. Salary open. Address: A-502. 


PHYSIOLOGIST: Ph.D., age 41. Also E.E. degree in 
electronics. Wide experience in cardiopulmonary and 
cardiac electrophysiology as well as medical instru- 
ment design. Member of American Physiological So- 
ciety and Institute of Radio Engineers, etc. Assistant 
professor of physiology. Seeks faculty position in med- 
ical school or in a cardiopulmonary laboratory associ- 
ated with teaching and research. Address A-503. 


PREVENTIVE Mepicine: M.D., certified in internal 
medicine and in a subspecialty, desires position in 
university department of occupational medicine or 
preventive medicine. Trained at Mayo Clinic and in 
university. Experience includes clinical investigation, 
— school faculty and private practice. Address: 

-504, 


PATHOLOGIST: Age 39; Certified (FCAP 1961). Also 
three years internal medicine. Experienced director 
of hospital laboratory and director, school of medical 
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technology. Experienced in new laboratory designing 
Extensive work in all fields of medical education, re- 
cruiting, all medical specialties, research personnel. 
Interested in cancer research etiology, early diagnosis, 
genetics, especially leukemias and lymphomas. Prefer 
establishing laboratories and programs in organiza- 
tions or institutions, new or in building process. Ad- 
dress: A-505. 


BiocHeMistT: Ph.D., age 50. Will resign as research 
director of small drug firm for teaching-research ap- 
pointment. Some medical school teaching experience 
early in career, but can offer extensive experience 


to teaching, to research (lipid metabolism; nutrition), 
and to cooperative projects with clinical and preclini- 
cal associates. Desires research or career professor- 
ship. Prefers no administrative duties. Address: A- 
06. 


ALLERGIST: Age 40, board certified in allergy and 
pediatrics. Currently teaching part-time. Seeking 
full-time teaching position. Address: A-507. 


DEVELOPMENT CONSULTANT or ADMINISTRATOR: De- 
sires position as consultant or administrator for new 
medical school establishment, or expansion of ap- 
proved school. Fund raising background capped by 
six years as Executive Secretary, A.M.E.F. Recently 
launched program for new Saint Paul Medical School 
Address: A-508. 


PHARMACOLOGIST-ADMINISTRATOR: Ph.D., age 38. Ten 
years administrative, teaching and industrial research 
experience including international as well as Stateside 
assignments. Research interests in industrial toxicol- 
ogy. neuropharmacology and screening procedures 
Teaching experience includes medical, dental, nursing, 
graduate and postdoctoral duties. Interested in aca- 
demic administrative post, research coordination and 
graduate education. Available early in 1962. Address: 
A-509. 


MEDICAL 
physiology, 


ADMINISTRATOR: M.D., 
neuropharmacology. Experience in ad- 
ministrative clinical research post. Some teaching 
experience. Strong interest in medical education 
Desires either a full-time medical college administra- 
tive post or combined with basic science teaching 
position in physiology or pharmacology. Address: 
A-510. 


Ph.D. in neure- 


INTERNIST: Age 43, board-certified with subspecialty 
interest in gastroenterology. Extensive teaching and 
administrative background. Interested in change of 
location, preferably to the northern half of U.S. In- 
terests predominantly clinical and teaching with some 
research. Address: A-511. 


PEDIATRICIAN: M.D., M.P.H., age 35. Certified pe- 
diatrician, with five years experience in pediatrics and 
pediatric allergy, teaching and staff duties at com- 
munity hospitals and metropolitan teaching hospital 
Seeking administrative position. Address: A-512. 
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They’Il need more than 
money. They'll need a 
peaceful world to grow up 
in. U.S. Savings Bonds are 
shares in a stronger Amer- 
ica. Buying them helps your 
country assure freedom’s 
security. 


How to make your money 
erow up with your family 


The only bills that don’t grow right 
along with your kids are dollar bills. 
But you can make your dollars grow 
too —by investing them in U.S. Sav- 
ings Bonds. Say you start to put 
$6.25 a week into U.S. Savings Bonds 
when your daughter is three years 
old. By the time she’s in high school 
—and wants shoes and dresses and 
the beauty shop for herself instead 
of for her doll—you’ll have close to 
$3,900 to help you meet these “‘grow- 
ing-up expenses.”” And over $600 will 


20% 
You save more than money with U.S. Savings Bonds i 


This advertising is donated by The Advertising Council and this magazine. 


be earned interest. 

Why U.S. Savings Bonds 

Make Good Saving Sense 
- You invest without risk under a U.S. 
Government guarantee - You now earn 
3°4 % interest to maturity - You can 
save automatically on the Payroll Sav- 
ings Plan - You can buy Bonds at any 
bank - Your Bonds are protected against 
loss, fire, even theft - You can’t lose your 
money - You can get your money any 
time you want it—with interest - You 
save more than money — you buy shares 
in a stronger America. 
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for infants allergic to cow’s milk 


a modern milk substitute 


rich and creamy in color, 


pleasant and bland in taste 


Sobee has the rich, creamy appearance that mothers 
expect of a formula. Sobee is pleasantly bland, with- 
out the “burned-bean” flavor or chalky aftertaste 
frequently associated with a soya formula. 


| cic Relief. Symptoms of cow’s milk allergy 
—most frequently manifested by eczema, colic and 
gastrointestinal disturbances—may be relieved within 
2 or 3 days. 


Good Stool Pattern. In a study of 102 infants on 
Sobee, the number of stools ranged from 1 to 4 per 
day.! Soya stools are bulkier than cow’s milk stools. 
Constipation is infrequent. 


Fasilv | |. Mothers need add only water to 
either Sobee liquid or Sobee instant powder to pre- 
pare a formula with a nutritional balance comparable 
to cow’s milk formulas. 

1. Kane, S.: Am. Pract. & Digest Treat. 8:65 (Jan.) 1957. 


specify 


Milk-free soya formula 


\ Mead Johnson 
Laboratories 


Symbol of service in medicine 
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